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Abstract 
Protracted civil wars have a profound effect on human development.  These 
negative impacts affect various domains, including economy, health and disability, 
physical infrastructure, as well as human and social capital. Trends in global conflict 
data show that the number of intrastate wars has significantly increased over the last half 
century.  Similarly, the data also show that the official development assistance (ODA) 
allocated to humanitarian aid and post-conflict peace building has risen exponentially 
since the 1970s, and at an accelerated pace since the 1980s.  These factors combined 
raise the question of how aid can be most effectively implemented in the post-conflict 
transition from emergency to development assistance.  This thesis explores this question 
in the context of Sierra Leone, a country that suffered from a decade long, brutal civil 
war, which formally concluded in 2002.  Moreover, this thesis explores aid in the post-
conflict transition phase across three sectors, namely: water, sanitation and hygiene 
(WASH), health, and nutrition and food security. 
In the early 1980s, academic discourse began to explore the idea that relief and 
development should be mutually reinforcing. Prior to that, the two concepts were 
considered distinct and unrelated phases of responding to emergencies. Debate on 
linking relief and development, from diverse perspectives continued until the end of the 
1990s. However, in response to increased global concerns with security, academic 
discourse shifted strongly to a dialogue on aid and security.  Relatively little research has 
continued beyond this timeframe on the links between relief and development, despite a 
lack of maturation on the discourses surrounding the issues raised.  While a significant 
body of literature exists regarding best practices in aid implementation at each end of the 
spectrum, namely humanitarian interventions and development work, there is still no 
existing theory or literature that might guide the delivery of aid in the transition period.   
Findings from this study show a lack of coherence in the understanding and use 
of the term transition amongst fieldworkers, which undermines effective discourse and 
thus reduces understanding of best practices during this timeframe.  Several crosscutting 
definitions of transition did emerge, including: simultaneous relief and development 
assistance; resettlement activities; activities aimed at overcoming the dependency 
mentality; specific post-conflict activities, such as disarmament, demobilization and 
reintegration, family reunification, and skills training; and internal shift in the 
programming of NGOs.   
Sector-specific analyses showed similarities between the urban WASH sector, 
health, and the treatment side of nutrition activities.  In these sectors, the key transition 
activity identified involved institution building.  Likewise, there were also some 
similarities found in the usage and characterization of the term development in the rural 
WASH and the agricultural components of the food security sector.  Specifically, in both 
of these components, the only sector-specific activity that was identified for the 
transition was that of rehabilitation.  Most rehabilitation efforts occur simultaneously 
with resettlement activities, in an effort to both meet basic needs and allow people to 
return to productive activities as quickly as possible.   
A key difference between the sectors lies in their role and reliance on 
government for service delivery.  The urban WASH sector and the health sector, as well 
as the treatment-side of malnutrition, requires some level of government leadership, 
oversight, regulation, service provision or coordination. In the post-conflict context, 
until such time as the government has begun to function and assume these 
responsibilities, most participants considered the sector to be in a period of transition.  In 
 iii 
contrast, development programming in the fields of rural WASH and small-scale 
agricultural programming, does not rely on an active or functional government.  In fact, 
interventions in these areas are specifically designed to be sustainable using community-
based approaches, regardless of whether they are implemented in a post-conflict 
environment or not.  As a result, these sectors can move towards a development 
approach to programming much quicker, following resettlement activities. 
Finally, the findings from this study must be considered as a first step in re-
opening the discourse and examining the critical area of transition from relief to 
development. It is therefore recommended that further research, broadening the scale to 
diverse contexts and other sectors, be conducted. 
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Chapter 1. Introduction and Context 
1.1. Framing the Research Question 
Development is broadly a field of human endeavour, and study whose origins, in its 
various conceptions, can be traced back roughly 200 years.  It is a field that has 
undergone significant, sometimes rapid, change, and remains is in a persistent state of 
flux.  Overall, and in its most simple conception, development is “good change” 
(Chambers, 1995, p. 45).  International development conceived in the post-war period 
has attempted to address some of humanities greatest challenges, that of poverty and 
inequality, made visible through marginalisation, reduction in capabilities, lack of 
income, malnutrition, poor health, lack of access to resources, education, healthcare, 
food, and a myriad of other facts.  There is substantial debate about the nature of 
development, and radically diverse interpretations of what may be considered an 
appropriate intervention, which is also dependent on many variables, including class, 
culture, historical context, power relations, as well as the state of development theory a 
particular field at any given time.  In addition, the ‘standard of improvement’ relates 
closely with the objective of development, which has varied considerably over time and 
remains subject to debate (see for example, Moyo, 2009; Sachs, 2006; Sen, 2001). 
However, development has at its base, a focus on the improvement of human wellbeing, 
and maintenance of supporting ecosystems. 
In contrast, relief aid, or humanitarian assistance, is traditionally motivated by 
moral imperatives and protection of human rights.  It is generally accepted to refer to aid 
and actions “designed to save lives, alleviate suffering and maintain and protect human 
dignity during and in the aftermath of man-made crises and natural disasters, as well as 
to prevent and strengthen preparedness for the occurrence of such situations” ("Defining 
humanitarian assistance |," 2016).  
Development assistance and relief have very different objectives: the former is 
aimed at longer-term programming, whereas the latter on short-term interventions.  
Accordingly, relief and development approaches also differ significantly.  Relief 
interventions tend to be top-down and often involve direct service provision.  In contrast, 
development assistance often strives for empowerment through maximum participation 
of beneficiaries.  There is a fundamental paradox in relief and development 
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programming.  Following a protracted civil war, and a correspondingly protracted period 
of relief aid, it may be difficult or impossible to abruptly alter programming to reflect 
longer-term development objectives immediately upon the formal conclusion of the war.  
The United Nations (2006) defines countries as being in ‘transition’ during the period 
immediately following a crisis until the restoration of pre-crisis conditions.   
However, in war, and particularly ones of protracted duration, there is often 
extensive physical damage. Reconstruction efforts may be able to restore some pre-
existing damaged infrastructure; however, this may still fall short of restoring pre-crisis 
conditions, in terms of infrastructure, as migration in the post-conflict period is common, 
and thus further increases the demand on infrastructure in certain regions.  Thus, even 
restoring pre-war infrastructure may not restore pre-crisis conditions for the post-conflict 
population in terms of both access and coverage.  In addition, as we will see in Chapter 
5, long-term sustainability objectives must be taken into consideration even for 
reconstruction of infrastructure, which involves a multitude of other components, often 
considered elements of development programming, in addition to physical construction.  
Furthermore, particularly in civil conflicts, weak pre-existing institutions and 
governance are often a key contributing factor to the onset of conflict, and a restoration 
of these factors is therefore often not desirable.  As a result, despite this definition, the 
objectives of aid interventions in the transition are often unclear, as a return to pre-crisis 
conditions may not be desirable.  In very broad terms then this thesis focuses in detail in 
this paradox, that emergency relief is not necessarily a good base for longer-term 
development, yet both are essential in the post conflict context.  How a transition occurs 
between these two forms of assistance is therefore both a critical area of focus, and a 
very applied area of focus, as it is positioned in practical programming, decision-making 
and implementation in field contexts. 
This thesis addresses the following research question: How can aid be 
implemented in the transition from conflict-related emergency to post-conflict 
development at the community level, such that it meets the needs of the beneficiaries in 3 
key areas, namely: Water, Sanitation and Hygiene (WASH), food security, and health, in 
a manner that is perceived to be appropriate by those engaged in program delivery on 
the ground? 
Academic literature on the transition zone tends to focus on peacekeeping, 
reconciliation, and reconstruction of the state.  While a significant body of literature 
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exists regarding best practices in aid implementation at each end of the spectrum, 
namely humanitarian interventions and development work, there is no existing theory or 
literature that might guide the delivery of aid in the transition period.  Nonetheless, the 
relationship between development assistance and emergency relief, and how aid might 
be implemented during the transition, was identified as one of the most important 
debates within the donor community (Sollis, 1994). 
Furthermore, there is little coherence between aid workers’ understanding of the 
objectives of aid in the transition and effective methods of implementation.  This study 
is partly motivated by the authors’ direct experience working in aid implementation in 
the transition between humanitarian relief and long-term development, over three years, 
in the Democratic Republic of Congo, East Timor, and Aceh, Indonesia. The research 
question emerged as a result of her observation of varying and inconsistent uses of the 
term transition, as well as her observation of differing, and often contradictory, 
approaches to aid implementation, even within the same sector and same geographic 
region.  Through numerous discussions with other field practitioners over the course of 
her three years in these three countries, it became clear that there was a gap in terms of 
knowledge and best practices on the ground. 
This question is of importance both in terms of the state of academic literature on 
the topic, as well as in terms of contemporary aid implementation practices in the field, 
as noted above.  It is also worth noting that, in practice, “transition funding” does not 
exist for humanitarian NGOs.  In such post-conflict scenarios, aid agencies can often 
access both relief and development funds to finance similar activities located within the 
same physical region.  When both types of funding can be accessed to finance the same 
activities, or activities implemented within the same agency, or within the same physical 
region, the objective of aid and the appropriate approach to implementation becomes 
blurred.  As a result, accountabilities to both donors and beneficiaries are also 
diminished. 
No analytical studies were found that take a detailed examination of transition-
zone assistance programs.  As a result, there is a lack of guidance materials, 
recommendations, and best practices for working in the transition zones, as there are few 
“lesson-learned” studies of aid administered in this type of environment.  Humanitarian 
assistance and development assistance more broadly, are areas where theory and practice 
are, and should be intrinsically, linked. Harvey (2005) explains that the way in which 
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issues are discussed is significant in that it can shape both programming and outcomes.  
He further explains that: “Discourses are frames which define the world in certain ways, 
in the process excluding alternative interpretations.  Discourses do not emanate 
exclusively from particular individuals and institutions.  They are larger than this: the 
cumulative effect of many practices” (Harvey & Lind, 2005, p. 11).  From this, we can 
see the interplay between theoretical discourse and practice; how practice often feeds 
into discourse and how discourse can then shape programming and consequently 
outcomes.  However, with regards to the specific research question, this is an area where 
academic discourses have generally not influenced ground-level operations, and 
conversely where there have been very few studies of ground-level practices that would 
be needed to develop a robust and relevant discourse. This study seeks to begin to fill 
this gap. 
This study focuses specifically on post-conflict relief and development discourse 
and practice.  Responding to the context, drivers of change, and impact of conflict is a 
vastly different undertaking than in the context of natural disasters, as will be explored 
further in the literature review in the next chapter. In addition, existing literature 
acknowledges that the relief-development debate has suffered from inadequate 
contextualization (White & Cliffe, 2000).  This study will also contribute to the debate 
by contextualizing at least one such case. 
The remainder of this chapter seeks to contextualize the research question.  This 
will be done by first exploring the broad relationship between complex emergencies and 
human development in order to better understand the post-conflict environment and the 
operation environment of the aid being implemented in the case study.  Second, the 
chapter will continue to contextualize the research question by examining its relevance 
in terms of trends both in global wars, with particular emphasis on protracted civil 
conflict, and in international aid flows.  Finally, the chapter will provide an overview of 
the case study region before outlining the structure for the remainder of the thesis. 
1.2. Civil Conflict and Human Development 
Civil conflicts, and in particular, protracted ones, have profound effects on human 
development.  As this thesis explores how aid is administered in post-conflict 
environments, specifically in the transition from relief to development, it is essential to 
establish an understanding of how development is impacted by conflict and thus how aid 
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implementation might also be affected. Social and economic impacts are both 
considered and investigated below.   
Before exploring the generalized effects of civil conflict on development, it is 
important to note that the scope and scale of impacts will be unique to each conflict and 
both are a function of multiple factors.  Stewart, Humphreys and Lea (2007, pp. 18-21) 
review these factors, which are summarized below. 
Table 1:  Factors that Affect the Impact that Civil Conflict has on Human 
Development 
Variable Indicator/ Relevant Factor 
Features of the Conflict 
Magnitude of conflict % of population fighting and implicated  
Duration of conflict days, months, years 
Geographic spread of 
conflict 
location(s) of conflict and impact on other areas 
Role of government collapse, functionality, strength, control 
International relations international support and pressure, financial flows 
Characteristics of Economy 
Subsistence production as a 
proportion of total activities 
population engaged in subsistence production, time 
allocated per capita to subsistence activities, other 
productive activities 
Reliance on imports products imported and similar domestic production 
Diversity of plants and 
crops 
Number of primary crops and susceptibility to disease 
Reliance of economy on 
social capital 
prevalence and use of legal institutions and modern 
banking 
Flexibility of economy Diversity of imports, exports and local production 
Characteristics of Society 
Proximity to subsistence Proximity to survival limit, nutrition level 
Support networks Family supports, civil society or state programs/supports 
Strength of government 
Policies and programs and the degree that they are 
affected 
Source: Stewart, Humphreys and Lea (2007, pp. 18-21) 
 While the impact that civil conflict may have on development is unique to each 
circumstance, and dependent on many factors, including those listed in the table above, 
it is generally accepted that civil conflict often results in far-reaching adverse impacts 
that last well beyond the end of the war.  In fact, Collier et. al. (2003) go as far as to say: 
“Civil war is development in reverse” (p. 2). There are economic and a wide range of 
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social impacts of civil conflict on development.  Many of these effects leave a lasting 
legacy whose impacts endure long beyond the end of conflict.  Each of these will be 
examined in turn. 
 Economic Impacts 
Gross Domestic Product (GDP) per capita is one of the most common indicators of 
economic performance.  GDP is likely to be adversely affected, compared to how it 
would have done in the absence of conflict (Kasekende, 2008). There are many causes 
of this problem, including: damage to physical assets and productive land, reduction in 
access due to damaged/inaccessible roads, and damage to institutions.  Affluent and 
skilled individuals are likely to leave the country and leave a less skilled workforce 
behind (Kasekende, 2008; Stewart et al., 2007).  In addition, several indirect causes can 
lead to additional decreases in GDP per capita.  For example, loss of a power plant can 
lead to a lack of power required for other production facilities and would likely 
compromise their output.  Stewart et al. (2007) explain: “Reduced finance for (or access 
to) imports, arising from loss of export earnings, reduced external finance, etc. may have 
a multiplier effect on domestic production” (p. 20). 
Furthermore, domestic savings are also likely to fall as income falls.  In 
particular, if markets and/or subsistence farming are disrupted, people may be forced to 
spend more income to sustain basic consumption levels necessary for survival (Stewart 
et al., 2007).  Collier (2003) corroborates this finding, noting that reliance on subsistence 
production tends to increase during civil conflicts, with reduced formal and increased 
informal sector activity.  In addition, if productive activities are disrupted, people may 
have difficulty maintaining employment and be forced to use past savings in order to 
meet basic needs.  With reduced income and savings, and perhaps diminished access to 
finance, which can occur during conflict as institutions are disrupted, it would be 
unsurprising for domestic investment to also fall.  In addition, foreign investment would 
also likely be expected to fall as foreign investors and creditors are likely to be 
concerned about safety and have uncertainty about the future. 
Government expenditure is also likely to undergo structural changes that have 
both immediate effects during a conflict and also leave lasting effects well into the post-
conflict period (Stewart et al., 2007).  Government revenue is likely to decrease during a 
civil conflict for a variety of reasons, including a reduced capacity to collect taxes, 
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decreased exports, and a reduced confidence by foreign investors and lenders.  
Furthermore, within government, increased expenditures are likely to be devoted to 
military uses, further constraining economic and social expenditures (Kasekende, 2008).  
With greater expenditures and less revenue or access to foreign investment and/or loans, 
national deficits are also likely to rise, along with inflation. 
 Social Impacts 
Household composition 
Household composition often changes as a result of conflict.  Some of the factors that 
could alter household composition include: men joining the army, combat casualties, 
other deaths (related to crime or a higher prevalence of disease), and mass migration 
(Kasekende, 2008).  Murray et. al. (Murray, King, Lopez, Tomijima, & Krug, 2002) 
examine the age and sex distribution of deaths from active conflict and find that men 
aged 15–29 are most likely to be killed.  Furthermore, they find that battle deaths are 
almost equally split between military and civilian fatalities.  However, the African 
Development Report (Kasekende, 2008) notes that battle deaths range from 3 % to 30% 
of fatalities with the remainder attributable to disease, violence, starvation and 
malnutrition, and crime, including communicable diseases. 
Borland (2004) explains that displacement is also a particularly devastating effect 
of complex emergencies.  IDPs are at high risk of violence, malnutrition, and 
communicable diseases (Kasekende, 2008).  All of these factors have the potential to 
affect household composition, either through death or through family separation.  The 
African Development Report notes: “The United Nations High Commission for 
Refugees (UNHCR) collects and publishes worldwide data. In 2006, it listed about 33 
million people ‘of concern’ to the UNHCR. These people ‘of concern’ are deﬁned in 
three broad categories: about 10 million refugees, 13 million internally displaced 
persons (IDPs), and 10 million others (asylum seekers, returned refugees/ IDPs and 
stateless persons)” (Kasekende, 2008, p. 15). 
Survival strategies and adaptability will greatly affect wellbeing.  Often various 
members within a household will be required to take on new roles and/or greater 
responsibilities (Stewart et al., 2007).   
Gender Impacts 
As we have seen above, household composition often changes as a result of war.  
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Consequently, specific gendered impacts often arise.  One of the most important impacts 
is that the death of men during conflict raises the proportion of female-headed 
households (Kasekende, 2008).  While women often have significant responsibilities in 
managing a household in the absence of a war, this responsibility tends to increase post-
war as female-head-of-households must take full and sole responsibility for all aspects 
of the household (Stewart et al., 2007) In addition, as illness and disability can increase 
as a result of war, care responsibilities may also be increased. 
Blattman and Miguel (2010) note the gendered legacy effects of war, noting long 
term adverse effects on wages and employment opportunities for girls whose homes 
were destroyed during civil wars.  They also noted that these girls were also less likely 
to continue their education and obtain a secondary school education. 
 The African Development Report (Kasekende, 2008) emphasizes that the 
difficulties encountered by women integrating into the labour market are further 
amplified and complicated in the post-conflict period.  Specifically, the report states: “In 
the post-conﬂict period, the shrinking of job opportunities leading to increased 
competition for jobs makes women’s access to the labour market even more difﬁcult” 
(Kasekende, 2008). 
 Finally, some wars make use of child solders, which causes additional 
challenges.  In such cases, children are both the victims and perpetrators of violence 
(Kasekende, 2008, p. 17).  Boys and girls often face challenges of reintegration 
differently.  Particularly in prolonged conflict, where boys and men constitute the large 
majority of the military and combatants, they are more likely to have had their education 
disrupted and thus return to their communities with less skills and knowledge than they 
would have acquired in the absence of the conflict.  This has a negative effect on their 
employability and their ability to engage in productive livelihoods.  Furthermore, the 
psychosocial impacts of conflict on ex-combatants can be significant and pose additional 
challenges to the reintegration.  
In contrast, girls have often had their own babies at a young age, making it more 
difficult to catch up on education and job training.  The African Development Report 
also notes that “Due to their wartime sexual experiences, girls are often regarded with 
contempt and are thus vulnerable to further abuse since it is more difﬁcult for them to 
ﬁnd husbands and have an ordinary family life” (Kasekende, 2008, p. 17). 
Capital – Physical, Human and Social 
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All types of capital, physical, human and social are all significantly affected by war 
(Kim & Conceição, 2010).  The destruction of public infrastructure is commonly noted 
as a lasting consequence of war.  Infrastructure deteriorates both as a direct result of 
damage from conflict, and as a decrease or cease of public investment and expenditure 
on maintenance.  The lack of investment and maintenance can long outlive the conflict 
and thus leaving lasting effects.  In addition, rehabilitation of infrastructure, such as 
roads, water and sanitation facilities, school and health clinics, can take a long time to 
achieve post-conflict, further compromising service delivery well into the aftermath 
(Collier, 2003).  Furthermore, looting and raiding are often commonplace in periods of 
war, and they also actively decrease physical capital (Kasekende, 2008). 
Human capital is significantly affected by civil war.  For example, people that are 
displaced or participate in conflict are prevented from attending school or earning a 
living.  In fact, Blattman and Miguel (2010) note with respect to combatants, the 
interruption in human capital is perhaps the most pervasive impact.  Clearly, the longer 
the duration of the war, the longer the interruption persists.  Blattman and Miguel (2010) 
emphasize that there is a growing empirical literature that estimates the magnitude of 
these effects on future income, poverty, wealth, health and education (p. 37).  It is now 
understood that there are strong legacy effects of war, and implications across these 
domains still repair years later (Kasekende, 2008).  Shemyakina (2011) finds that girls 
that were school aged during a conflict and lived in a conflict affected region were 13% 
less likely to complete their schooling compared to those who had an opportunity to 
complete their schooling prior to the onset of conflict.  In addition, these girls were also 
found to be 7% less likely to complete school compared with similar aged girls who 
lived in more peaceful regions (Shemyakina, 2011).  These implications could further 
intensify economic inequality and poverty (Blattman & Miguel, 2010). 
It is well understood that war weakens social cohesion and relationships within 
society (Kasekende, 2008).  The World Bank notes that “War also causes incalculable 
psychosocial damage, assaulting social capital and “undermining trust and social 
networks” (p. 154).  In addition, as social capital diminishes and the uncertainties of 
civil war increase, opportunistic behaviour increases (Kasekende, 2008).  This is also 
relevant in terms of producing a dependency mentality, which will be discussed further 
in Chapter 3.  As opportunistic behaviour increases, an increase in violence is also 
likely.  Opportunistic behaviour often continues well into the post-conflict period, and 
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several authors have found that violence is actually likely to be a risk in the aftermath of 
civil wars, particular during the first year post-conflict (Bracken & Petty, 1998; 
Pedersen, 2002; Stein, 1980).  
Health and Disability 
Health is affected in many ways by war.  It is generally understood that the health 
impacts, and even death, extend well beyond the end of fighting.  Ghobarah, Huth, and 
Russett (2003) attempt to quantify the health impact of civil war during the post-conflict 
period.  In order to do this, they use a globally recognized measure called the Disability 
Adjusted Life Year (DALY).  They build on data released by the World Health 
Organization (2000: 168 174), which estimated that 269,000 deaths and 8.44 million 
DALYs resulted from the immediate effects of all wars, civil and international in 1999 
(Ghobarah et al., 2003).  Ghobarah, Huth, and Russett (2003) estimate that as many as 
an additional 8.01million DALY’s were lost indirectly in 1999 as a result of the 
lingering effects of civil war that occurred during the years 1991-1997 (p. 3).  Some of 
the reasons for deteriorating health status of the population during war, and its aftermath, 
will be explored in this section and include:  reduced capacity of the public health 
system, worsening health conditions due to crowding and reduced public services, 
increased malnutrition, use of sexual violence as an instrument of war, and 
psychological trauma. 
As previously noted, government revenue typically decreases during war and 
expenditures are also diverted towards military needs and away from social services.  
The health sector is no exception, and public health care expenditure tends to decrease 
during periods of war (Ghobarah et al., 2003; Kasekende, 2008).  At the same time 
health needs of the population tends to increase with deteriorating conditions for health 
(de Waal, 1989). 
De Waal (1989) outlines some of the factors that lead to worsening health 
conditions and outcomes during war, as follows: reduced immunization levels, reduced 
coverage of improved water and sanitation facilities, and migration.  Internally displaced 
people (IDP) often live in camps that are crowded with high population density. 
Ghobarah, Huth, and Russett (Ghobarah et al., 2003) explain that epidemic diseases, 
such as tuberculosis, measles, pneumonia, cholera, typhoid, paratyphoid, and dysentery, 
often emerge in response to crowding and the conditions that are typically associated 
with it.  Furthermore, malnutrition often increases during times of war, which also 
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compromises people’s immune system and thus exacerbates the spread of disease (Mid-
Term Evaluation Report: Sustainable Nutrition and Agriculture Promotion 2013).  
Resettlement activities can take a long time, and so IDPs often remain in camps for long 
periods after the official end of a war.  As disease spreads within camps, surrounding 
areas are also impacted and susceptible to the spread amongst non-displaced populations 
(Ghobarah et al., 2003).   
Additionally, malnutrition that occurs during wartime typically has permanent 
consequences. Alderman, Hoddinott and Kinsey (2006) found that young children, who 
had suffered from malnutrition in Zimbabwe during wartime, were significantly shorter 
as adults.  Blattman and Miguel (2010) generalize this finding, noting that children who 
lived in a war-affected regions obtain a “lower height-for-age than other children, with 
an average drop of roughly 0.5 standard deviations” (p. 41). In addition, the effects of 
malnutrition on cognition are also known and can have lasting impacts of productivity 
and income potential. 
 The African Development Report (Kasekende, 2008) also explains that wars are 
conducive to the spread of HIV.  The report explains that: “Civilians are often subjected 
to human rights abuses, including sexual violence. Some women ﬁnd themselves in 
abject poverty, which may lead them to use commercial sex to survive (Kasekende, 
2008, p. 11).  The World Health Report 2002: Reducing Risks, Promoting Healthy Life 
elaborates on this finding, noting that these wars often involve tactics such as mutilation 
and rape as part of “a deliberate strategy to demoralize communities and destroy their 
social structures” (The world health report 2002: reducing risks, promoting healthy life, 
2002, p. 22). 
 Finally, a report by the World Bank notes that “war also causes incalculable 
psychosocial damage” (p. 154). Civilians are often subjected to, or witness war-related 
traumatic events, such as “shootings, killings, rape, torture and murder of family 
members (Kasekende, 2008, p. 13).  The African Development Report (Kasekende, 
2008) provides specific information related to Sierra Leone, stating: “A random 
household survey of residents and internally displaced persons in Freetown, the capital 
of Sierra Leone, in 1999, showed that almost every respondent had been exposed to 
conﬂict. Fifty percent of the respondents had lost someone close to them, and 41 percent 
had actually witnessed the death of this person. Torture had been witnessed by 54 
percent, executions by 41 percent, amputations by 32 percent, and public rape by 14 
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percent. The witnessing of such events can lead to serious psychological stress” 
(Kasekende, 2008, p. 13). 
1.3. Trends in Global Wars and Humanitarian Aid 
The purpose of this section is to contextualize the importance of the research question in 
terms of the numbers and trends for intra state conflict globally, and corresponding aid.  
Both the world conflict data and the ODA funding data were obtained and analysed for 
this section.  World conflict data were obtained from the Correlates of War (COW) 
database, available online, at: http://cow.dss.ucdavis.edu/data-sets/folder_listing ("Data 
Sets: Corelates of War," 2016). The ODA data were obtained from OECD statistics, also 
available online at: http://stats.oecd.org/ ("OECD Statistics," 2016). 
1.3.1 Trends in Global Wars 
The COW project establishes some criteria that are used as a pre-requisite to be 
considered a war, regardless of the type. The criteria established to define a war included 
combat resulting in a minimum of 1,000 battle-related fatalities over a 12 month period 
(Small & Singer, 1982).  In addition, warring parties had to be organized as armed 
forces with the capability of effective resistance on both sides.  Effective resistance was 
then clarified to mean that either both sides had been prepared and organized for an 
armed conflict, or that the weaker side was able to inflict at least five percent of the 
fatalities it sustains on its opponent (Small & Singer, 1982).  Sarkees and Wayman  
(2010) explain that: “The effective resistance criteria were specifically utilized to 
differentiate wars from massacres, one-sided state killings, or general riots by 
unorganized individuals.  Such one-sided violence is not considered to be the same 
phenomenon as war and is not included here” (p. 2). 
Within the definition of war, the COW data categorizes wars into one of the 
following classifications: 1- intra-state war, 2 – inter-state war, 3 – extra state war, 
and/or 4- non-state war.  Intra-state wars are what are traditionally known as ‘civil 
wars’, and are wars that involve the government of a state and none-state entity.  
Furthermore, civil wars occur within state boundaries.  Inter-state wars occur across 
international boundaries and involve at least two governments of state.  In contrast, 
extra-state wars are those that occur between a state and a non-state entity outside of its 
borders, and these are often considered as a sub-type of inter-state wars.  Finally, non-
 13 
state wars occur very infrequently and are defined wars between or among non-state 
entities (Sarkees & Wayman, 2010). 
The data clearly show that numbers of intra-state wars, or civil conflicts, steadily 
increased between the 1940s and the year 2000.  In contrast, the data also shows that 
while the number of inter-state wars has been subject to some fluctuation, they have 
remained relativity steady in terms of the frequency of their occurrence over the same 
time period.  This is shown in the table below: 
Table 2: Number of Global Conflicts by Conflict Type and Decade 
Number of Conflict By Decade 
Decade Conflicts Intra-State Inter-State Extra State Non-State 
1940s (1945 - 1949) 19 7 8 4 N/A 
1950s 46 11 29 6 N/A 
1960s 58 34 22 2 N/A 
1970s 89 52 30 7 N/A 
1980s 51 39 10 2 N/A 
1990s 105 70 33 2 N/A 
2000s (until 2007) 53  25 10 18 N/A  
The data show that the number of both intra-state and inter-state conflicts have 
significantly reduced in decade that begin in the year 2000.  However, it is important to 
note that the most recent COW dataset does not include any conflict that occurred after 
2007.  As a result, several significant and longstanding conflicts, such as Syria, Iraq and 
Afghanistan, are not represented or accounted for in the data.  Despite the incomplete 
data for the final decade represented, the data seem to show that while wars, on the 
whole, have become more frequent, they also seem to have peaked in the 1990s.  
Nonetheless, the data still show that even for the most recent decade represented, the 
number of intra-state wars were still 2.5 times that of inter-state wars. 
The COW data also provide valuable information on the duration of conflict.  As 
previously noted, since extra-state conflicts are often considered a subset of inter-state 
conflicts, they have been grouped together for the subsequent analysis.  As the incidence 
of non-state war was negligible, they have also been omitted from the following 
analysis.  The following table depicts the average length of intra-state wars compared 
with the duration of inter-state wars, by decade. 
Table 3:  Average Duration of Intra-State and Inter-Sate War by Decade 
 14 
Length of Conflict (months) 
 Decade Intrastate Interstate 
50s 15.4 8.5 
60s 33.0 29.1 
70s 39.5 13.0 
80s 42.6 22.0 
90s 28.4 22.3 
2000-2007 20.2 1.5 
 
As we can see from Table 3 above, the length of intrastate conflicts tends to be 
significantly longer than interstate wars.  In addition, as discussed in the previous 
section, the longer the duration of war, the more pronounced the impacts. Given that 
intrastate wars tend to be more protracted than interstate wars, we can deduce that often 
times their impact can be more profound and take a longer time to recover from in their 
aftermath. 
In addition, the data represented in the COW may underestimate the duration of 
war for all conflict types, but in particular for civil conflicts.  War duration is calculated 
based on start and end dates.  The war start date corresponds with the formal declaration 
of war, but only if it is followed by immediate military combat.  If combat precedes the 
formal declaration of war, the first day of combat is used as the start date.  Similarly, the 
end date of war corresponds to either the formal declaration that war is over, or the last 
day of active combat, if combat continues beyond the formal declaration (Sarkees & 
Wayman, 2010).  However, it is important to note that there are likely instances when 
the duration of war is under-represented.  For example, if there are any breaks in 
hostilities that lasted more than 30 days, the war would be listed in two parts, 
corresponding to before the ceasefire and after it resumed.  In reality, these two wars 
may be actually part of one war and may be generally thought of in this way.   
In our specific case, the war in Sierra Leone is indeed listed in two parts.  The 
first part is listed as taking place from March 23rd, 1991 and ending on April 23rd, 1996.  
The second part of the civil war in Sierra Leone is listed as beginning on February 6, 
1998 and ending on July 7th, 1999.  While the COW data show these two wars as 
distinct, the war is generally considered as one protracted intra state war that lasted a 
little over a decade.  During the apparent two-year break in hostilities, insecurity and 
instability remained as well as outbursts of violence and conflict.  As a result, the case 
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study for this thesis can be used as an example of where the COW data fall short.  It is 
also important to note that if the war type classification changes, the conflict would also 
be listed multiple times.  For example, if a war began as a civil war but then became an 
international war when another state joined the conflict, the wars would be listed 
separately, one as a civil war and one as an international war, whereas in reality the wars 
may be inseparable from one another. Nonetheless, the COW data represent the best and 
most complete database of war data available, and the analysis has thus been made 
within these known limitations. 
1.2.1 Trends in Humanitarian Aid 
Official development assistance (ODA), a widely accepted and used measure of 
international aid flows, is a term that was created by the Development Assistance 
Committee (DAC) of the Organization for Economic Co-operation and Development 
(OECD).  Official Development Assistance is defined as “those flows to countries and 
territories on the DAC List of ODA Recipients ("OECD: Better Policies for Better 
Lives," 2008 ) and to multilateral development institutions, which are:  
1. provided by official agencies, including state and local governments, or by their 
executive agencies; and  
2. each transaction of which: a) is administered with the promotion of the economic 
development and welfare of developing countries as its main objective; and b) is 
concessional in character and conveys a grant element of at least 25 per cent 
(calculated at a rate of discount of 10 per cent) ("OECD: Better Policies for 
Better Lives," 2008 ). 
Several explicit exclusions to this definition are worth noting.  Specifically, the 
following types of funding are excluded: military expenditure, enforcement aspects of 
peacekeeping, civil police work, one off social and cultural programs (such as 
sponsoring concerts, or athletes travel), assistance to refugees arriving in donor countries 
after the first 12 months of stay, nuclear energy, research not primarily relevant to the 
problems of developing countries, and anti-terrorism activities ("OECD: Better Policies 
for Better Lives," 2008 ). 
The data from the OECD on international aid only go back as far as the 1960s.  
Humanitarian aid and post-conflict peace building are the only areas of the DAC data, 
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which separate relief data from other development assistance, and for this reason, the 
analysis provided in this section is based on these data.   
The data indicate that ODA levels have been increasing steadily since that time.  
Furthermore, the data show that humanitarian aid grants are also increasing.  
Figure 1:  Humanitarian ODA 1960-2014 ("OECD Statistics," 2016) (Source: 
OECD Statistics, 2016) 
 
Post-conflict data are only recorded from 1993 onward.  A graph of funding over 
time does not show any significant trend.  The funding has fluctuated greatly over this 
time period.  However, the trend line remains nearly flat.  This is shown in the figure 
below. 
Figure 2: International Post Conflict Peace Building Trends since 1993 
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The data also clearly show that total ODA, in general, has been increasing over 
time.  Because the trend for both ODA and humanitarian aid are both steadily 
increasing, it is also useful to look at the relationship between the two. As a result, the 
percentage of humanitarian aid with respect to total ODA is graphed in the figure below.    
Figure 3 Percentage of total ODA allocated to Humanitarian Assistance  
 
As we can clearly see from the graph above, the amount of ODA allocated to 
humanitarian assistance is increasing, not just in absolute terms, but also as a percentage 
of total ODA. 
1.3.1 Analysis 
An analysis of the trends in terms of global conflicts and international aid flows has been 
undertaken in this section.  The data show that the number of intra-state conflicts has 
greatly increased over the last 50-60 years.  Moreover, the prevalence if intra-state wars 
has increased.  Since the year 2000, there have been approximately 2.5 times more intra-
state conflicts than inter-state conflicts.  The trends in humanitarian aid flows are similar 
and show that humanitarian aid has both increased in absolute terms, and as a percentage 
of total ODA. 
This thesis is looking specifically at humanitarian and post-conflict assistance 
following a prolonged intra-state war.  Given the trends depicted in the data, the research 
question is of clear importance.  Practically speaking, and as we will see throughout this 
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thesis, there is ambiguity in many circumstances around how aid should best be 
implemented in the post-conflict period.  As a result, this research is intended to 
contribute to informing both the aid implementation practices on the ground and the 
future research with the objective of improving aid efficiency and outcomes during this 
time period. 
1.4. Background on Case Study:  Sierra Leone 
Sierra Leone was selected as the case study country for this thesis.  It is worthwhile to 
note that Sierra Leone suffered a significant ebola outbreak in 2014, which had serious 
implications on the development process and in particular on health indicators.  The field 
research for this study took place in 2011, which was prior to the epidemic, and the 
findings thus do not take into consideration any of the consequences that may have 
resulted.  Nonetheless, the occurrence of the epidemic and any resultant effects would be 
unlikely to change the outcome of this research, in particular because a health crisis 
more closely mimics a natural disaster rather than a prolonged civil conflict, which is the 
focus of this study. 
Sierra Leone is a small coastal country, located in West Africa, which borders 
both Guinea (Conakary) to the north and east, and Liberia to its east and south.  The 
position of Sierra Leone in West Africa is shown in the map below: 
Figure 4: Map of Sierra Leone’s position in West Africa  
 
(Source: Google Maps) 
Sierra Leone has a population of approximately 6 million and is ranked as 177 on 
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the Human Development Index (HDI) out of 186 ranked countries (Malik, 2013).  It is 
thus considered to be one of ten least developed countries in the world.  The HDI 
categorizes countries into one of four classifications: very high, high, medium, and low 
human development.  Sierra Leone is ranked in the Low Human Development category.  
The HDI is calculated using data on three measures of wellbeing, specifically life 
expectancy, education (years of schooling), and Gross National Income (GNI) per 
person (Malik, 2013). Sierra Leone scores low on all three components, with a life 
expectancy of 48.1 years, and GNI per year of $881 and mean years of schooling of 3.3 
(Malik, 2013).  The table on the next page summarizes some of the key development 
indicators for Sierra Leone, as follows: 
Table 4: Key Development Indicators for Sierra Leone 
2011 Development 
Indicator 
Value Notes Source 
HDI rank 180 187 countries ranked HDR, 2011 
Life expectancy at Birth 47.8 years   HDR SL, 2013 
Health adjusted life 
expectancy (HALE) 
35 years 
HALE is a measure of 
population health adjusts 
overall life expectancy by 
taking taking into account 
mortality and morbidity. 
HDR, 2011 
Gross domestic product 
per capita 
$498.75  N/A 
World Bank Data, 
2011 
Gross national income 
per capita 
$340  N/A 
World Bank Data, 
2011 
Population below income 
poverty line 
53.40% N/A HDR SL, 2013 
Maternal mortality ratio 890 N/A HDR SL ,2013 
Adult literacy rate 40.90% N/A HDR 2011 
Mean years schooling 3.3 
Average number of years 
of education received in a 
life-time by people aged 
25 years and older 
HDR SL, 2013 
Youth HIV prevalence 
1.5% for 
female; 0.6% 
for males 
For youth between ages 
15-24 
HDR, 2011 
 
 Sierra Leone has three Provinces, the Northern, Southern and Eastern provinces, 
as well as the Western Area, which comprises Freetown and the surrounding area. The 
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Provinces are comprised of 12 Districts, which are then sub-divided into 149 Chiefdoms 
("Sierra Leone Web - Facts and Information About Sierra Leone," 2016).  The system of 
Chiefdoms dates back to the Colonial period when Sierra Leone came under British rule 
in 1788 (Acemoglu, 2014). The colony boundary initially comprised mainly of 
Freetown, but was eventually expanded to include the interior of the country in 1896 
(Acemoglu, 2014).  In the pre-Colonial period, the main settlement of Freetown was 
ruled by a King or Queen. However, when the British colonized the area, the figure 
became known as the Paramount Chief (Conteh, 2013).  Over the following decade, the 
British established the system of chieftaincy as the administrative unit of indirect rule 
(Acemoglu, 2014; Conteh, 2013).  The Chiefs then became responsible for arbitration of 
land and legal disputes, collection of tax revenue, and the overall welfare of their people 
(Acemoglu, 2014).  While Sierra Leone gained independence from Britain in 1961, the 
legacy of the Chiefdoms remained.   
Sierra Leone is a democratic, constitutional parliamentary republic with three 
levels of government, namely: central government, local councils, and chiefdom 
councils.  The Sierra Leone Parliament, also known as the House of Representatives, is 
the country’s law-making body.  It is a unicameral legislature that is composed of a 
Speaker, 112 Ordinary Members and 12 Paramount Chief Members, where the 
Paramount Chiefs represent each of the 12 districts ("A Directory of the Parliament of 
Sierra Leone: 2007-2012," 2008). Elections have been held every five years, in a 
relatively peaceful manner, since the formal conclusion of the civil war ("A Directory of 
the Parliament of Sierra Leone: 2007-2012," 2008) in 2002, 2007, and 2012 (Country 
Fact Sheet: Republic Of Sierra Leone 2014).   
The current Sierra Leone constitution was approved in Parliament in July 1991 
("Sierra Leone local government profile 2011-12," 2011 ).  In addition to the 
Constitution, another critical piece of legislation is the Local Government Act of 2004, 
which provides the legal framework for local and chiefdom councils ("The Local 
Government Act," 1st March, 2004). The Local Government Act (2004) provides both 
local and chiefdom councils with responsibility for overall development and wellbeing 
of their locality, to maintain and develop programs for basic infrastructure, for the 
management of the environment within their locality, oversight of development plans, 
harmonization and coordination of the work of public and civil society organizations, 
ensuring security, determining local tax rates, approval and oversight Chiefdom Council 
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budgets.  In addition, while the Central government provides Local Councils with grants 
to support their work, they are also encouraged to raise their own revenue though the 
following mechanisms: local taxes, property rates, licenses, fees and charges, and shares 
of mining revenue ("The Local Government Act," 1st March, 2004). 
Finally, we will have a brief look at Sierra Leone’s economic sectors in order to 
conclude this section.   Sierra Leone’s economy has two main sectors, namely: 
agriculture and mining (International Finance Corporation Report, 2006 ).  
Approximately two-thirds of the population engages in subsistence agriculture, which 
accounts for about 52% of GDP (Country Fact Sheet: Republic Of Sierra Leone 2014; 
International Finance Corporation Report, 2006 ).  Agricultural products include rice, 
coffee, cocoa, palm kernels, palm oil, peanuts, poultry, cattle, sheep, pigs, and fish 
(Country Fact Sheet: Republic Of Sierra Leone 2014).  The country’s main exports are 
in the agricultural sector are coffee and cocoa (International Finance Corporation 
Report, 2006 ).  Foreign investment in Sierra Leone is largely concentrated in the 
diamond sector.  Other minerals that are mined in Sierra Leone include gold, rutile and 
iron ore (Country Fact Sheet: Republic Of Sierra Leone 2014).  Industry, including the 
mining sector, accounts for approximately 30% of GDP (International Finance 
Corporation Report, 2006 ) and includes small-scale manufacturing for beverages, 
textiles, cigarettes, cement, plastic products, and footwear (Country Fact 
Sheet: Republic Of Sierra Leone 2014).  Finally, it is worth noting that the informal 
economy is very large in Sierra Leone and is estimated at approximately 45% of the 
economy (International Finance Corporation Report, 2006 ). 
 Overview of a Decade Long Civil War 
Sierra Leone was chosen as a suitable case study for this research question primarily 
because it is recovering from a decade-long civil war.  As the research question aims to 
investigate how aid is, and could better be, implemented following a prolonged civil 
conflict, Sierra Leone provides the ideal case study.  This thesis will make frequent 
reference to the post-conflict period and the civil war that preceded it, and as such, it is 
useful to provide a brief overview of the conflict as the background and context for this 
study. 
Following the decade-long brutal civil war, Sierra Leone was left shattered in its 
aftermath.  As Hirsch (2001) notes in discussing the immediate post-war context: “Sierra 
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Leone itself remains partitioned, its economy in tatters, its population displaced and 
traumatized” (Hirsch, 2001, p. 145). Over the decade, there were several ceasefires, two 
peace agreements, and various international interventions at different point.  The United 
Nations deployed 13,000 peacekeepers to the United National Mission in Sierra Leone 
(UNMIL), which was the largest peacekeeping effort in the world at the time (Hirsch, 
2001). 
Sierra Leone’s war is largely viewed to have resulted from socio-political 
collapse, which arose as a result of increasing economic and ecological pressures 
(Mitton, 2013). Abdullah (1998) explains that diminishing revenue from mining and 
agriculture caused the government of Sierra Leone to become further indebted, which 
subsequently resulted in cutbacks to education, social services, and employment, as well 
as the extreme centralization of resources.  Large-scale corruption, nepotism, and 
human-rights abuses then ensued, which resulted in the marginalization of youth 
(Abdullah, 1998). 
The civil war in Sierra Leone was an extremely brutal one.  Bah (2013) notes that 
“The Truth and Reconciliation Commission (TRC) has documented 40,242 counts of 
violations (maiming, rape, drugging, forced labor, killing, property destructions, and so 
forth) that occurred from 1991 to 2000 and identified 14,995 victims” (p. 3).  In 
addition, there were a large number of unidentified violations and victims, which would 
bring to 100,000 the number of amputations, and at least 20,000 fatalities.  The war 
shattered more than 3,000 towns and villages and destroyed the country’s infrastructure 
(UN Country Team 2003, (Bah, 2013, p. 4).  There were multiple parties involved in the 
conflict, including the Revolutionary United Front (RUF), Armed Forces Revolutionary 
Council (AFRC), Sierra Leone Army, pro-government Civil Defence Forces (CDF), and 
the Economic Community of West African States Monitoring Group (ECOMOG).  Each 
of their roles will be subsequently discussed briefly in this section. 
The RUF was launched in Eastern Sierra Leone in March 1991 in Bomaru, a 
town that borders Liberia, which marked the beginning of the civil war.  At the time, a 
civil war was raging in the neighbouring state, Liberia. Sierra Leone’s government 
collaborated with West African peacekeeping forces (ECOMOG) in Liberia by 
providing them with access to its airbase (Chege, 2002).  Charles Taylor, Liberia’s top 
warlord at the time, and subsequent president, sponsored the RUFs invasion as a means 
of retaliating against Sierra Leone. 
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While the initial RUF combatants had voluntarily joined the movement, the RUF 
later had to resort to widespread abductions and kidnappings of children as young as six 
(Ibrahim & Shepler, 2011).  As noted above, Sierra Leone had been in a state of decline 
prior to the commencement of the civil war.  Political and economic problems plagued 
the country and led citizens to question and challenge both the efficacy and legitimacy 
of the government (Bah, 2013).  During that time, college students emerged as an 
informal opposition group towards the government, and “demanded inclusivity, 
openness, and democracy in how decisions were to be made and resources allocated” 
(Ibrahim & Shepler, 2011, p. 4).  This informal opposition group recruited youths, some 
of whom were sent for arms training in Libya in 1987.  One of these youth was Foday 
Sankoh, who would later become the leader of the RUF (Ibrahim & Shepler, 2011).  
Libya also became the nexus for the involvement of these youth with Liberia, as it was 
there that they met Charles Taylor and were persuaded to fight in his war, while setting 
up a base from which they could launch a war against the government of Sierra Leone.  
The nature and composition of the opposition group also then changed as Foday Sankoh 
and his cohorts took over leadership of the group, which became the Revolutionary 
United Front (RUF), by killing off opposing students (Ibrahim & Shepler, 2011). 
The Sierra Leone Army (SLA) was deployed by the Government of Sierra Leone 
to defeat the RUF; however, they proved to be largely ineffective.  Denney (2009) 
explains that SLA soldiers were underpaid, poorly equipped and lived in terrible 
conditions.  SLA soldiers then began to pose as rebels in order to loot villages for 
economic gain.  Denney (2009) continues to explain that: “This resulted in the 'sobel' 
phenomenon - soldiers by day, rebels by night. As these practices spread and the Sierra 
Leonean population went unprotected, communities formed their own defence 
initiatives, known as Community Defence Forces (CDFs)” (p. 154). 
As the war continued, many people became disenfranchised and some decided 
that they wanted to play a more active part in representing and defending their interests.  
Disparate militias formed, which were collectively referred to as the Civil Defense Force 
(CDF) (Hoffman, 2007).  Hoffman (2007) notes that “By the mid-1990s the specialized, 
exclusively male figures became both the symbolic and material centre of community 
defence mobilizations throughout south-east Sierra Leone, when it became clear that the 
state military was largely unable or unwilling to defeat the rebel forces of the 
Revolutionary United Front (RUF)”(p. 642). Vincent (2013) states that most 
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communities in the South and East created local militias to defend themselves. However, 
these forces were weaker in the North.  Membership in the CDF was voluntary and open 
to all locals within a community.  Eventually, the National Provisional Ruling Council 
(NPRC) military government encouraged all communities to have CDFs (Vincent, 
2013).   
It is worth noting that in the early stages of the war, chiefs controlled 
membership in the CDF and they were therefore able to ensure that the forces behaved 
responsibly towards their communities.  However, as the conflict progressed, chiefs 
became less active in the activities of the CDF and gradually lost significant authority 
over the CDF.  As a result, the CDF did carry out abuses, particularly when they 
engaged in fighting away from their communities (Vincent, 2013).  CDFs also 
eventually gained national recognition and legitimacy following the elections that took 
place in 1996. 
Pham (2007) provides an overview of the chronology of the conflict.  The first 
coup occurred in April 1992, when the then president of Sierra Leone, President Momoh 
was overthrown by a group of young soldiers, headed by Valentin Strasser (Pham, 
2007).  As many Sierra Leonians were disgruntled with APC’s rule, this coup generally 
had popular support.  However, a military junta was then formed, which then shifted 
support towards the RUF (Pham, 2007). President Strasser bought in a couple of foreign 
security organizations, specifically one from the UK and one from South Africa.  
Nonetheless, in January 1996, President Strasser was overthrown by his Deputy Julius 
Maada Wonie Bio (Pham, 2007). 
Foreign and domestic pressure increased, and the new Sierra Leonean president 
was forced to hold elections. However, the RUF actively discouraged people from 
voting and ordered guerrillas to cut off the hands of people who had voted.  Despite this, 
the elections proceeded and were won by President Kabbah.  Subsequently, in 
November 1996, a peace agreement was signed in Abidjan, Côte d’Ivoire (Hirsch, 
2001).  The Abidjan peace agreement proved to be short lived, and violence erupted 
once again shortly thereafter, in March 1997 with another coup (Pham, 2007). 
The international community responded to this coup, as it occurred on the eve of 
the sixty-sixth session of the Organization of African Unity (OAU) Council of Ministers, 
which was being held in Zimbabwe (Pham, 2007).  The Ministers called for “the 
immediate restoration of constitutional order” in Sierra Leone, and urged “all African 
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countries and the international community at large to refrain from recognizing the new 
regime and lending support in any form whatsoever to the perpetrators of the coup 
d’état” (Pham, 2007)).  At the same time, African leaders called upon Economic 
Community of West African States (ECOWAS) to implement the Abidjan agreement 
(Pham, 2007). 
The U.N. Security Council unanimously adopted a Resolution in October 1997, 
imposing sanctions on the regime that had succeeded in the most recent coup.  President 
Kabbah was reinstated into power by April 1998 (Pham, 2007).  Despite this, the junta 
was slow to relinquish power, and ECOMOG forces, under the command of a Nigerian 
general, acted to ensure Kabbah did return to power. 
Rebel forces then encircled the capital in January 1999 and joined other RUF 
units that had already infiltrated the city, and President Kabbah fled the country once 
more.  ECOMOG forces did regain control over Freetown, but there were high human 
and infrastructure losses in that battle.  ECOWAS resources eventually became 
overstretched, and the Nigerians announced their intentions to leave.  The departure of 
the Nigerians forced the parties into negotiations and the Lomé Peace Agreement was 
signed in July 1999 (Pham, 2007).  The Sierra Leonean National Assembly ratified the 
Lomé Agreement and it was also endorsed by a U.N. Security Council resolution (Pham, 
2007). 
Urgent appeals were then made for UN intervention.  As previously noted, the UN did 
respond and provided what had been the largest peacekeeping mission in the world to 
date, following the Lomé Peace Agreement (Bah, 2013). However, at the beginning of 
May 2000, the RUF captured 500 UNSMIL troops, highlighting the inability of the UN 
mission to effectively establish and maintain security.  The UK then decided to intervene 
by sending 1300 British troops with the primary objective of evacuating British 
nationals and non-essential staff from Freetown and securing the airport as a secondary 
objective (Pickering, 2009).  However, the scope of the British intervention expanded to 
include both direct engagement with the RUF forces, and protection and reinforcement 
to the UN troops.  The British invention is considered both a catalyst and key 
contributing factor into finally ending the war in Sierra Leone.  The country gradually 
calmed and a symbolic arms-destruction ceremony was held in January 2002 by 
UNAMSIL, which marked the official end of the civil war (Pham, 2007). 
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1.5. Structure of Thesis 
This chapter has outlined the research question, ascertaining its importance and 
relevance in the context of the growing proportion of humanitarian aid funding globally 
and the prevalence of prolonged intra-state wars.  Furthermore, it has provided the 
context that is needed to set the stage for this investigation, including examining the 
links between conflict and development, providing key definitions and background on 
the case study region. 
 This thesis contains a total of eight chapters.  The next chapter will review the 
salient literature around the research question.  Chapter 3 will then set out the 
methodology and methods used in this research study, as well as their limitations.  
Chapter 4 will examine literature specific to the sectors being investigated, namely: 
water, sanitation and hygiene promotion (WASH), health, and food security.  For each of 
these three sectors, the state of the literature will be examined with respect to aid 
implementation for each of relief, development and transition, with a view to developing 
a theoretical framework that will later aid in the analysis of empirical results.  Chapters 
5-7 will then review, analyze and discuss empirical results from field studies, for each of 
WASH, health and food security respectively.  Finally, Chapter 8 will conclude the thesis 
by summarizing the findings, drawing linkages between the various sectors, providing 
emergent recommendations for aid implementation within these sectors in the post-
conflict settings, and providing suggestions for future research. 
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Chapter 2. Literature Review: The Relief and 
Development Relationship 
2.1. Overview of Chapter  
This chapter provides the academic context within which this research is conducted.  
The existing debate on the transition from relief to development is framed within the 
existing scholarly landscape.  The chapter investigates the ways this literature answers 
the key question of relationship between the relief and development, framing this within 
the broader context, within which the research is conducted (as presented in the next 
chapter), and provides the underpinning rationale within which Chapter 4 unpacks each 
of the sectorial areas, that base this research, namely, WASH, Health and Food. 
2.2. Introduction 
Concerns regarding humanitarian work in the “grey zone”, or transition, originated in 
the 1980s when both academics and practitioners raised questions regarding whether 
relief and development are, or should be, linked and, if so, in what fashion (DFID, 
2001).  These questions gave rise to discourse and debate, which stimulated research and 
publication.  However, the majority of the existing literature on the issue of linking 
development and relief was published in the mid-late 1990s, with comparatively less 
work published post-2000, as the discourse then began to shift towards linking security 
and development.  Correspondingly, Macrae and Harmer (2004) demarcate what they 
term to be the first and second generations of the debate. The chapter first addresses 
these two “generations” of debate. The first generation spawned discourse around a 
‘developmental’ perspective and a limited amount of guidelines for the interpretation of 
‘transition’ thinking into practice.  This is explored here with a review of critiques of the 
developmentalist position. The chapter concludes with a review of the contemporary 
status of discourse and practice in linking relief and development. 
2.3. First and Second Generation of Debate 
Macrae and Harmer (2004) refer to the “first generation of the debate” as the discourse 
that took place during the 1990s, which focused on the linkages between relief and 
development.  White and Cliffe (2000) explain that until the early 1990s, development 
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and relief were largely taken as distinct and unrelated stages in responding to 
emergencies.  By the beginning of the 1990s, the idea that relief and development should 
be mutually reinforcing became accepted.  This idea was introduced into the mainstream 
agenda of humanitarian affairs in 1991 by the UN General Assembly (White & Cliffe, p. 
316).  In 1997, the Development Assistance Committee (DAC) of the Organization for 
Economic Co-operation and Development (OECD) published new guidelines, which 
stated the following: “Contrary to many past assumptions, we have found that a sharp 
distinction between short-term emergency relief and longer-term development aid is 
rarely useful in planning support for countries in open conflict” (Munslow & Brown, 
1999, p. 207).  
Early ideas assumed that post-conflict humanitarian response could be modeled 
after natural disaster response interventions.  Initial models thus adopted the 
“continuum” concept, which already existed as a conceptual tool for natural disaster 
response (Jackson & Walker, 1999).  The “continuum model” posited the transition 
process to be linear, with the following three distinct phases: relief - rehabilitation – 
development.  In fact, the UN resolution of 1991, on strengthening the coordination of 
humanitarian assistance, specifically referred to a continuum, and thus formally 
established the application of a cross-over notion from natural disasters to conflict 
("Strengthening of the coordination of humanitarian emergency assistance of the United 
Nations,"  19 December 1991).  This resolution was the basis for the formation of the 
UN Department of Humanitarian Affairs (White & Cliffe, 2000).  The Department was 
later renamed the Disaster Relief Office and, in 1998, was finally succeeded by the 
Office of Coordination of Humanitarian Affairs (UN OCHA) – the title, which remains 
in place today ("United Nations Office for the Coordination of Humanitarian Affairs,"). 
The continuum model quickly came under sharp criticism.  The model was 
premised on the notion that conflict-related crises were transitory, short-term 
interruptions to an otherwise progressive, state-led process of development (Macrae & 
Harmer, 2004).  Critics thus claimed that the continuum was premised on an unrealistic 
quick return to normality.  Jackson and Walker (1999) argued that in a conflict scenario, 
the transition from insecurity to peace is rarely a linear process. 
The notions and associated terminology related to how relief and development 
should be linked have thus evolved somewhat over time.  The term continuum then 
became replaced by other terms such as “contiguum” or “transition” (White & Cliffe, 
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2000).  The word “contiguum” was meant to recognize that different needs and phases 
of response could co-exist simultaneously (Buchanan-Smith & Fabbri, 2005).  However, 
the notion of “contiguum” remained largely conceptual, meaning that it was difficult to 
translate “contiguum” into practical planning and funding process.  In practice, despite 
the change in terminology, “continuum” thinking persisted and underpinned much aid 
programming (Buchanan-Smith & Fabbri). 
Eventually, the debate around humanitarian aid policy split between natural 
disasters and complex emergencies.  Buchanan-Smith and Fabbri (2005) explain that 
this split was appropriate as models related to natural disaster response were shown to 
have limited relevance to many conflict situations.  However, they also note that this 
division has also been challenged due to the “widespread coincidence of both natural 
disaster and conflict-related emergencies” (p. 10). Buchanan-Smith and Fabbri (2005) 
cite more than 140 such examples between 1998 and 2003. 
With the split away from “continuum”, or “contiguum” thinking, the term 
“Developmental Relief” evolved (Buchanan-Smith & Fabbri, 2005).  The Red Cross is 
credited with coining this term, which was developed by the Swedish International 
Development Agency (Lindahl, 1996).  The idea of “developmental relief” is based on 
the premise that long-term needs solutions are considered in responding to immediate 
and acute needs.  “Development relief” thus aims to address both the short-term and 
long-term needs of a population in a humanitarian response, by building the capacity of 
beneficiaries and local institutions, encouraging participation and accountability, and 
incorporating sustainability into project design and implementation. 
The European Union adopted the “Linking, Relief, Rehabilitation and 
Development” (LRRD) terminology with its 1996 communication (2003).   The notion 
of LRRD is very similar to that of Developmental Relief; the premise being that 
improved development can reduce the need for emergency assistance, and more 
effective emergency assistance can contribute to development.  ActionAid (2003) 
articulates that at present, there is consensus in the EU regarding the importance of 
LRRD, but no consensus with respect to its definition. 
The World Bank has also more recently promoted community-driven 
development within conflict-affected countries (International Finance Corporation 
Report, 2006 ; Strand, Toje, Jerve, & Samset, 2003).  As with other community-driven 
(CDD) initiatives, CDD in insecure environments seeks to place control of resources and 
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decisions with the beneficiaries (Strand et al., 2003).  CDD approaches are premised on 
the ability of civil society to function as intermediaries between communities and the 
state (Strand et al., 2003).  
In the following decade, the debate around relief-development linkages has 
tapered off and changed direction towards aid and security policy.  This new direction 
termed the “second generation of the debate” will be discussed briefly in the next 
section.  While there have been terminology changes over time, neither closure nor 
consensus has been reached regarding the issues that emerged during the first generation 
of the debate (Buchanan-Smith & Fabbri, 2005).  Nonetheless, it is important to 
summarize the key milestones in the “first-generation debate” in Table 4 below. The key 
finding from an analysis of this first generation debate is that the issues, and 
opportunities that were raised remain unanswered, yet the imperative to explore, and 
find ways of addressing tensions between relief and development are still entirely valid. 
This is a central contribution of this research, and a point that is taken up in more detail 
later in the thesis. 
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Table 5: Key Milestones Influencing Relief-Development Linking First Generation 
Debate 
Year 
International 
Organization 
(IO) / Major 
Donor Country 
Agency Action/Event Reference 
mid-
late 
1980s 
N/A N/A 
Origin of debate - 
resulted from debates 
arising from African 
Food Crisis 
(Buchanan-
Smith & 
Fabbri, 
2005, p. 5) 
1991 IO 
UN General 
Assembly 
Resolution 46/182: 
Strengthening the 
Coordination of 
Humanitarian Assistance 
(White & 
Cliffe, 2000, 
p. 316) 
 
1994 U.S USAID 
Establishment of Office 
of Transition Initiatives 
(OTI) with objective to 
advance peaceful, 
democratic change in 
conflict-prone countries.  
OTI uses terminology of 
“transition" 
(White & 
Cliffe, 2000, 
p. 318) 
1994 IO UNDP 
Human Development 
Report defines human 
security  
(UNDP, 
1994) 
1994 IO IFRC 
Development of Code of 
Conduct to which large 
number of NGO 
subscribed 
(IFRC, 
1995) 
1995 IO IFRC 
Red Cross coined term 
“developmental relief” 
(Buchanan-
Smith & 
Fabbri, 
2005) 
1996 U.K 
Overseas 
Development 
Administration 
Development of Conflict 
Policy Unit to assist to 
create conditions 
necessary for conflict 
affected states to be 
integrated into ODA 
(White & 
Cliffe, 2000, 
p. 318) 
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1998 IO 
World 
Bank 
Adopted a focus on post-conflict 
reconstruction aiming to close gap between 
relief and development 
(White & 
Cliffe, 2000, p. 
318) 
 
1998 IO UN 
Formation of Office of Coordination of 
Humanitarian Affairs 
(White & 
Cliffe, 2000, p. 
316) 
Macrae and Harmer (2004) explain that the “second generation of the debate” in 
terms of the problems of linking relief and development emerged in the late-1990s and 
resulted from several factors, including a shifting focus towards linking aid with security 
rather than relief with development.  This shift was also supported by a desire to re-
engage countries that had been potentially excluded from aid.  In addition, there had 
been a growing recognition within the international community of international 
responsibility for human security and welfare (Macrae & Harmer, 2004). 
The Human Development Report by the United Nations Development Program 
(UNDP) first introduced the concept of human security as an international policy 
framework in 1994 (UNDP, 1994).  The report aimed to shift attention regarding 
security policy towards a focus on individual security, which is a marked deviation from 
the former concentration on external security of state (Conflict and Development: 
Peacebuilding and Post-Conflict Reconstruction, 2006).  The report went on to define 
human security as follows: “safety from such chronic threats as hunger, disease and 
repression, and protection from sudden and hurtful disruptions in the patterns of daily 
lives” (UNDP, 1994).  DFID explains that “This represented a significant shift in 
approach to security, because it inserted what had traditionally been the concerns of the 
development community into the agendas of military and strategic planners, as well as 
diplomats, and vice versa.”(Conflict and Development: Peacebuilding and Post-Conflict 
Reconstruction, 2006, p. 8)  DFID further asserts that human security, the linkage 
between security and development, must form the building blocks for policies towards 
weak and failing states (Conflict and Development: Peacebuilding and Post-Conflict 
Reconstruction, 2006). 
 The terrorist attacks that occurred in the United States on September 11, 2001 
further reinforced the link between aid and security policy.  The second generation of the 
debate largely shifted its focus towards discourses around counter-terrorism, and links 
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between aid and conflict, and human security.  According to Macrae and Harmer (2004, 
p. 3), this discourse has three core elements: a concern with the security of people, rather 
than states; an international and multi-disciplinary response; and a conditional, rather 
than absolute, respect for sovereignty. 
As noted earlier, the shift in focus occurred despite a lack of maturation on the 
discourses surrounding the issues raised in the first generation of the debate.  Macrae 
and Harmer (2004) explain that overall there was little substantive progress in either 
programming or policy on the issue of linking development and relief.  The scholars 
explain that thus far, those in the development community continue to seek ways to 
amalgamate their efforts with those of the humanitarian community.  Meanwhile, the 
humanitarian community still seeks to distinguish and differentiate themselves from 
more developmental type efforts.  According to Macrae and Harmer (2004, p. 4), the 
degree to which “objectives, principles and standards of humanitarian action are 
necessarily distinct from those of development” remains weakly debated and 
understood. 
The second generation of the debate has been outlined here only to contextualize 
existing discourse and to illustrate how the debate shifted over time.  This thesis focuses 
exclusively on outstanding and unresolved issues within the first generation debate, 
given their contemporary relevance, and critical lack of engagement in this area.  
However, understanding how the debate evolved towards current issues around human 
security is critical to explaining the decline in attention paid to first generation questions 
and, correspondingly, the substantial decline in relevant literature post-2000.  
2.4.  The Pro Developmental-Relief Perspective – Why 
Link Relief with Development? 
The previous section discussed the overall debate on the relief development relationship, 
conceptualised by Macrae and Hammer (2004) as comprising two generations of debate. 
The following sections unpack the thinking that underpins the debates contained in the 
first generation of discourse, the central focus of this thesis.  
Mary Anderson is credited with the development of the “Do No Harm” principle 
throughout the 1990s (Salama, Spiegel, Talley, & Waldman, 2004).  In her book “The 
Do No Harm Handbook:  The Framework for Analyzing the Impact of Assistance on 
Conflict”, Anderson (1999) outlines a conceptual framework for examining how aid 
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should be provided in conflict settings.  The framework is not prescriptive; rather, it 
aims at facilitating the prediction of impacts of programming decisions.  The framework 
comprises seven steps as follows:  
Table 6:  Do No Harm Framework: Seven Steps by M. Anderson (1999)  
Step 
# 
Title Description 
1 Understand Context of 
Conflict 
x Understand volatility of conflict 
x Understand parties to the conflict 
x Understand how dangerous and violent the 
conflict is 
2 Analyze Dividers and 
Tensions 
x Understand what divides groups 
x Understand the elements of conflict 
3 Analyze Connectors and 
Local Capacities for 
Peace 
x How are parties of conflict connected 
4 Analyze Assistance 
Program 
x Undertake a thorough review of the assistance 
program 
5 Analyze Assistance 
Program’s impact of 
Dividers and Connectors 
x Analyze how each element of the assistance 
program interacts with the dividers and 
connectors 
6 Considering (and 
Generating) 
Programming Options 
x If areas are identified where programming 
would exacerbate conflict, consider and develop 
program implementation options that eliminate 
the negative impacts 
7 Test Programming 
Options and Redesign 
Project 
x Re-check selected programming options for 
impacts on dividers and connectors 
While Anderson’s (1999) “Do No Harm” framework aimed at analyzing the 
interactions between aid programming and conflict, the concept has been adopted more 
broadly and generally aims to limit all types of harm.  Proponents for broadening the 
scope of relief and further integrating relief and development programming are 
convinced that it is necessary to prevent dependency as a result of the aid response in the 
beneficiary population (Campanaro, Hepburn, Kowalska, & Wang, 2002; Macrae & 
Harmer, 2004; White & Cliffe, 2000). “Orthodox developmentalists are largely united in 
their critique of humanitarianism, or rather relief.  Their critique is two-pronged.  First, 
they argue that relief creates dependency and reduces the capacities of communities to 
progress independently. The second major strand of the developmentalist critique of 
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relief is that relief does not address the causes of conflict and indeed may exacerbate 
them” (Macrae, 1998, p. 312). 
Dependency is typically considered a negative outcome, and the extension of the 
“Do No Harm” principle is thus considered to apply, making its avoidance desirable 
(discussed in more detail in section 2.6.2).  The Development Assistance Committee of 
the Organization for Economic Cooperation and Development (DAC, OECD) (1997) 
reiterates this idea in stating that short-term and long-term aid can have contradictory 
objectives.  Specifically, they state that “what makes good sense in terms of saving lives 
may in some circumstances make longer-term solutions harder to attain” (1997, p. 30).  
The subsection 2.6.2. of this Chapter will discuss the so-called “myth of dependency” in 
more detail. 
A further justification of developing synergies between relief and development is 
the acknowledgement that the “transition” is often non-linear or chronological.  As a 
result, developmentalists (or proponents of greater relief-development integration) argue 
that the response often fluctuates and realizing synergies between relief and 
development-type approaches will allow these responses to be more receptive to the 
needs of the beneficiaries, to avoid duplication of work, and to respond in a more timely 
and appropriate manner (Communication from the Commission to the Council and the 
European Parliament:  Linking Relief, Rehabilitation and Development - An assessment, 
2001, p. 3).  
Finally, one further rationalization for the developmentalist perspective relates to the 
political distinction between relief aid and development assistance.  Macrae and Harmer 
(2004) explain that donor governments will refrain from engaging in development 
cooperation with states that are perceived to be repressive or undemocratic.  However, 
relief aid is considered to be apolitical and its administration is based solely on need.  As 
a result, donor states may be in a position to provide protracted relief assistance when 
they are unable to provide development support (Macrae & Harmer, 2004).  Therefore, 
broadening the scope of relief may allow for more developmental approaches that could 
enable donor states to engage for longer periods and in a more effective and sustainable 
manner than would otherwise be possible if a strict definition was adhered to (Macino, 
Malley, & Cornejo, 2001; Macrae & Harmer, 2004).  The next section will look at some 
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specific guidelines for linking relief and development, focusing on the developmentalist 
perspective. 
2.5. Emergent Guidelines for Linking Relief and 
Development 
The majority of the existing literature centers on debates regarding whether development 
and relief should be linked in post-conflict environments.  There are also scholarly 
attempts to conceptualize how the transition process from relief aid to development 
could occur generally and in the absence of contextualization.    The debates largely 
exist at a theoretical level, and very few authors attempt to provide guidance on how 
relief and development could be linked in practice, at the field level.  This section will 
summarize the work of the authors/organisations who have provided some practical 
recommendations regarding how this linking could or should be achieved. 
 DAC Guidelines for Relief, Rehabilitation and Development 
In 1997, the Development Assistance Committee of the Organization of 
Economic Development published a document entitled: “Guidelines on Conflict, Peace 
and Development Cooperation” (1997).  The paper begins by reviewing the objectives 
and timeframes of emergency relief, rehabilitation and development.  It identifies 
“emergency relief” as immediate assistance aimed at the survival of victims of crisis and 
violent conflict (DAC, 1997).  In terms of timeframe, DAC states: “Most relief 
operations are initiated on short notice and have a short implementation period with 
project objectives generally completed within a year” (1997, p. 10).  DAC (1997) then 
continues to define “reconstruction” activities as those aimed at the rebuilding 
infrastructure to save livelihoods.  The report indicates that reconstruction activities aim 
to achieve their targets within two years.  Finally, the guidelines define development as 
having long-term objectives and note that program objectives extend beyond two years.  
In addition, DAC (1997) distinguishes between the modes of program implementation in 
each of the phases.  The document states that relief aid tends to rely heavily on external 
personnel, whereas in rehabilitation, program management should be progressively 
transferred to local management.  Beneficiary and local government ownership should 
be sought in development assistance. 
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The DAC (1997) guidelines use the terms “relief”, “rehabilitation” and 
“development”, implying a linear transition between the stages.  The DAC also makes 
use of the “continuum” as an analytical tool.  However, DAC (1997) explicitly states 
that emergency relief, rehabilitation and development operations may occur 
simultaneously, promulgating more ‘contiguum’ thinking.  The guidelines distinguish 
between the types of assistance, which may be ongoing simultaneously, by the objective 
and duration of the assistance.  DAC (1997) elaborates on the post-conflict 
reconstruction phase, stating that the objective of this phase is to build the foundation for 
peace and sustainable development, rather than returning to pre-crisis conditions (p. 53).  
Priority areas for reconstruction are identified as follows: restoration of internal security 
and rule of law, legitimizing state institutions, laying the foundation for economic 
growth and improving food security and social services (DAC, 1997, p. 53). 
Specifically, the following activities are highlighted for the reconstruction phase: 
Table 7: Activities for Inclusion in Reconstruction Phase (DAC, 1997)  
Sector Activities 
Human Rights 
x Establishment and strengthening of means to protect 
human and civil rights 
x Building the capacity of the legal system and ensuring 
common access to courts of justice 
Health 
x Establishment of local health systems 
x Work towards decentralization of health services 
x Collaboration between state, NGOs and communities 
x Focus expanded beyond prevention and treatment to 
include social and community well-being 
Education 
x Development of local education systems 
x Bring management systems in line with accepted 
principles  
x Promote co-existence between communities and respect 
for cultural differences 
Production Systems 
x Provide inputs for farmers and assist with marketing 
x Establish local economic development agencies 
x Provide financial and/or technical assistance to assist 
entrepreneurs 
Physical 
Infrastructure 
x Rehabilitate roads, irrigation systems, drinking water 
supplies, latrines, drainage, schools, health centers, and 
basic housing 
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Environmental 
Rehabilitation 
x Establish local land-use planning mechanisms 
x Identify and evaluate alternative agricultural practices 
and land use patterns 
x Rehabilitate watersheds 
x Protect ecologically fragile zones 
 
The DAC guidelines (1997) state that it is often possible to reconcile both short 
and long-term objectives within the same activities.  They then outline several broad 
recommendations for how this could be achieved. These recommendations, which are 
not specific to any particular sector, have been summarized in the following table: 
Table 8:  DAC (1997) Guidelines for Relief, Rehabilitation and Development 
Stage Recommendation 
Planning 
Develop a thorough understanding of local conditions 
Conduct a careful needs assessment 
Introduce long term planning at the outset of an emergency 
Limit the scope and duration of the relief phase to a strict minimum 
Cease parallel relief and reconstruction activities as early as 
possible 
Consider the risk of assistance doing harm and take steps to 
mitigate 
Map social and productive assets of districts and regions affected 
by crisis 
Implementation 
Promote self-reliance and avoid dependency 
Consult beneficiaries and keep them well informed throughout the 
life cycle of the program 
Relief aid should make use of existing local markets for 
procurement and delivery of supplies 
Set up information exchange mechanisms between agencies in the 
field and at headquarters 
Build local capacity 
Transfer responsibility for operation and management of aid 
programs to local people and organizations as soon as possible 
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Engage local organizations early 
Avoid overfunding local structures  
Do not pay for protection services 
Cross-Cutting 
Issues 
External assistance should be carefully monitored 
Watch for symptoms of dependency and modify intervention 
accordingly 
Relief and rehabilitation should incorporate gender issues into its 
programming 
Use media to mobilize resources quickly in order to provide rapid 
response 
Integrate relief, rehabilitation and development responses within a 
long-term strategy 
Effective data collection (for instance, baseline data) can be used 
for all phases of response 
 Relief and Development: The Struggle for Synergy 
In 1998, the Thomas J. Watson Institute for International Studies published an 
occasional paper entitled: “Relief and Development: The Struggle for Synergy” (Smillie, 
1998). This paper acknowledges early on that the relationship between relief and 
development is extremely poorly understood on the ground such that making links 
within or amongst aid agencies is difficult (Smillie, 1998).  Nonetheless, his paper does 
provide some practical guidance by highlighting 3 key challenges in making effective 
links between relief and development, and in doing so providing recommendations for 
their mitigations.  They three key challenges outlined are as follows: timing, funding, 
and understanding.  Each of these will now be elaborated upon.   
Smillie (1998) explains that the challenge of timing raises questions such as: 
when to engage; when to alter an intervention; and when to withdraw.  He continues to 
explain that political will and financial resources have a great impact on the timing of 
humanitarian interventions.  These factors are often responsible for determining when an 
intervention begins, how long it last, if it is delayed or extended, as well as the timing 
with respect to the shift from relief to development programming.  Smillie (1998) 
explains that inappropriate timing remains a significant problem on the ground.    
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Chand and Coffman (2008) provide an analysis of duration of international 
assistance required in post-conflict states, using Mozambique, Solomon Islands, Liberia 
and Timor-Leste as examples.  While they acknowledge that there are many pre-
requisites for “state-viability”, Chand and Coffman (2008) select one indicator, or pre-
condition, as a proxy for determining when donors might be able to exit a post-conflict 
state.  The chosen indicator – the ability to fund the recurrent budget from internally 
generated returns – is one that they define as a condition for sovereignty (Chand & 
Coffman, p. 2).  More specifically, they consider the ability of the state to self-fund as 
the most basic of services.  The criteria incorporate the ability to maintain law and order, 
including state maintenance of a monopoly on the use of force, and the capacity to 
regulate private economic activity.  Chand and Coffman (2008) concede that while 
fulfillment of these criteria is insufficient for donor-exit on their own, their absence is 
sufficient justification for continued donor support. 
Smillie (1998) cites a World Bank framework document as follows: “Conflict, if 
it goes on for a long time, transforms society, and a return to the past may not be 
possible or desirable.  What is needed is the reconstruction of the enabling conditions for 
a functioning peacetime society.” (p. xviii)  The “reconstruction of enabling conditions” 
can be thought of as the “transition” between relief and development phases at the 
national level.  The “enabling condition” to be rebuilt, in Chand and Coffman’s (2008) 
analysis, is the states’ ability to fund their recurrent budget.  Chand and Coffman (2008) 
affirm that development assistance can continue after donor-exit.  In doing so, they 
essentially define the “transition period”, for the purposes of their study, as the time it 
takes to build the internal capacity of the state to fund its recurrent budget. 
Smillie (1998) notes that the U.S Office of Transition Initiative (OTI) expects to 
enter and leave a country within two years and this is often insufficient.  Chand and 
Coffman (2008) found that the length of time donor-support was required ranged from a 
minimum of 15 years in Liberia to 27 years in Timor Leste.  The authors note that 
donors are often vague about the length of their commitment to post-conflict assistance. 
They find that often, insufficient time is allocated.  Chand and Coffman (2008) conclude 
that the post-conflict reconstruction of institutions takes longer than donors tend to 
envision and a long-term commitment is required in order to avoid relapses into conflict.  
Smillie (1998) also notes that exit strategies are often developed before an operation 
begins.  He regards this as inappropriate as the appropriate timing for exit cannot be 
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known prior to the beginning of operations.  He highlights that this is particularly true in 
the context of increasingly protracted emergencies.  Finally, Smillie (1998) states that 
instead of focusing on exit, planners should concentrate on strategy. 
The second key challenge that Smillie (1998) raises is that of funding.  He 
explains that emergency funding is sporadic, arriving in short bursts and often after 
lengthy delays.  NGO flexibility in terms of programming is often limited to how much 
unrestricted funding they have (Macino et al., 2001).  Many NGOs also have limited 
unrestricted funds and rely heavily on funding from Western governments and 
multilateral agencies.  This dependence often significantly restricts the way in which 
NGOs run their operations and their ability to alter their programs on the ground 
according to the conditions encountered.  Therefore, the timing, location of assistance 
and length of programming is often determined by available donor funding (Smillie, 
1998).  Smillie (1998) goes as far as to say: “.. agencies have become confused about 
their ‘customers’ – about whether their purpose is to serve the funder or the victims of 
the emergency” (1998, p. 45).  Development and relief funding also tend to come from 
separate sources and are accounted in the budgeting process separately.  Smillie (1998) 
also states that one of the greatest challenges in linking relief and development programs 
is the nature of budgeting. 
Smillie (1998) makes an important point, noting that disaster funding is easier to 
obtain than development funding and is usually not as closely monitored or evaluated.  
This point makes sense given the urgent nature of these interventions, the media 
coverage they receive and public appeal.  The need to act quickly counteracts the long-
term planning and thought that goes into development responses (Smillie, 1998).  
Furthermore, donors often view emergency interventions as short-term and high-impact, 
thus making them more appealing and less controversial.  However, short-term funding 
tends to address only short-term needs (Smillie, 1998).  These limited funding 
commitments further hinder linking the relief and development processes as many aid 
agencies depart when the emergency phase and the corresponding funding ends.  
Finally, a key observation that Smillie (1998) makes is that there is virtually no explicit 
funding for reconstruction or transitional activities.  This, he claims, further exacerbates 
the gap between relief and development. 
The third key challenge, and according to Smilie (1998) the most important one, 
is that of understanding.  Knowledge and understanding are fundamental to effective and 
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efficient program delivery: they interact closely with the issues of timing (for instance, 
knowing when to intervene, when to modify an intervention and when to exit) and 
funding (for example, how to use funding most effectively).  Actors in the humanitarian 
sector must understand what needs to be done, how to do it, when and who to target as 
beneficiaries.  Smillie (1998) explains that in the humanitarian sector there are huge 
barriers to institutional learning.  Relief assistance often occurs in a fast-pace, fast-
evolving environment.  Therefore, assessing both the short and long term impacts in 
persistently unstable environments is extremely difficult or impossible.  Furthermore, 
serious barriers to effective evaluation and realizing lessons learnt exist both in relief 
and development spheres.  Smillie (1998) notes that while failure is common in all 
sectors of society; there is little tolerance for it in the humanitarian world.  Aid agencies 
are in competition with one another for limited funds and any perceived error, or failure, 
risks a reduction or loss of funding. 
Smillie (1998) also explains that there are typically clearly demarcated 
institutional borders that exist between relief and development.  The borders tend to 
hamper the process of determining and applying lessons learnt.  This provides an 
additional barrier to improving possible synergies between relief and development as the 
lessons that are learnt are rarely passed across these institutional divides.  Finally, while 
much literature and guidance exists with respect to both relief and development 
independently, Smilie (1998) notes that “there is a very short shelf of material on 
transition, reconstruction, and potential synergy between relief and development” (p. 
58). 
 In reviewing these three key challenges, several recommendations emerge.  The 
first is that the timing with respect to program initiation, closure, and modification (for 
instance, moving from relief to development) should be determined by the needs on the 
ground.  Program development should focus on strategic planning rather than the 
development of exit strategies.  Exit strategies should only be considered once the 
appropriate time to exit has first been determined based on conditions in the field.  In 
addition, evidence has shown that donors must remain in post-conflict states far longer 
than the duration of their typical commitments to ensure that states are viable and will 
not relapse back into conflict.  As a result, donors should consider the “transition” to be 
a long-term process, at least at the national level, and commit funds accordingly 
(Smillie, 1998). 
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 With respect to funding, Smillie (1998) finds that NGOs should advocate for 
their priorities to ensure that donor funding is more responsive to actual needs at the 
field level.  NGOs should strive to obtain the greatest possible amount of unrestricted 
funding, as this will improve their flexibility to modify their programs according to 
conditions on the ground.  Smillie (1998) notes that no explicit funding exists for 
“transition” activities.  As a result, it follows that either transition zone funding needs to 
be established or clearer definitions need to be introduced regarding which types of 
activities are to be funded by relief aid versus development assistance. 
 In order to improve understanding, Smillie (1998) advocates for an increased 
focus on learning.  Better-quality evaluations are critical to improving the quality of aid 
programs.  In addition, better coordination and knowledge-sharing mechanisms need to 
be established between agencies and across institutional divides within organizations.  
Finally, lessons learnt can only be fully absorbed and integrated into future 
programming if there is a tolerance of failure.  As such, donors must be more tolerant of 
mistakes as they are common in all disciplines and are the key and necessary ingredient 
to increased learning. 
 Finally, the three challenges and corresponding recommendations that have been 
summarized above are highly interlinked.  As we have seen, the availability, type and 
timing of funding tends to strongly affect the nature and timing of interventions.  
Similarly, timing and modifying interventions appropriately, even with the availability 
of funds, is highly dependant on a deep understanding of the situation and needs of the 
local population.  Very little research has been done on the transition zone, and more 
guidelines are required regarding when an intervention should modify its programming 
from relief into reconstruction and finally into development.  Greater clarification is also 
needed regarding what types of activities should be considered as “reconstruction”, 
“rehabilitation” or “transition” and how these activities should be undertaken.  A 
summary of the preceding emergent recommendations is presented in table below. 
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Table 9:  Recommendations for Linking Relief and Development related to Timing, 
Funding and Understanding 
Issue Emergent Recommendation 
Timing 
Entry, exit and modification of planning should be responsive to 
conditions on the ground and should not be pre-determined 
Exit strategies should not be made prior to beginning operation 
Focus should be on developing program strategy to meet objectives 
Donors should make a long term commitment to assistance in post-
conflict states 
Funding 
NGOs must advocate for the their key operational priorities to donors 
More unrestricted funding or flexibility to shift funds 
Clearer and more research on what constitutes reconstruction and 
rehabilitation 
Establish funding specifically for transition activities – for instance, 
reconstruction and rehabilitation 
More responsive timing for funding 
More continuous, reliable and longer-term funding 
Understanding 
More and better evaluation 
Evaluations should focus on learning rather than control 
More donor flexibility for failure or mistakes 
More research on transition 
Improved mechanisms for knowledge-sharing 
Better coordination and collaboration between agencies 
Focus attention on knowledge rather than information 
Focus must also be on institution-building in the reconstruction phase 
(Smillie, 1998) 
 Linking Relief, Rehabilitation and Development 
The most recent paradigm within the “first generation” debate, linking relief, 
rehabilitation and development, has also emanated some broad guidance.  Specific 
recommendations are not given as the communication states that linking the transition 
from emergency assistance to development is context-dependant.  However, it is noted 
that linking emergency assistance with development is most difficult in protracted crisis, 
long-lasting wars, or where there are recurrent outbreaks of fighting.  In such situations, 
it may be particularly difficult to find appropriate implementing partners, both at the 
state and local levels.  Nonetheless, the EC (Communication from the Commission to the 
Council and the European Parliament:  Linking Relief, Rehabilitation and Development 
- An assessment, 2001) advocates for an integrated approach for providing relief 
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assistance, preventing crises and disasters, preventing and resolving conflict and 
assisting a return to structural stability.  The EC Communication (Communication from 
the Commission to the Council and the European Parliament:  Linking Relief, 
Rehabilitation and Development - An assessment) echoes previous authors in reiterating 
that both emergency assistance and development can have negative impacts and cause 
harm.  It therefore must be monitored closely and adjusted, as needed, to the particular 
situation. 
The European Commission (Communication from the Commission to the Council 
and the European Parliament:  Linking Relief, Rehabilitation and Development - An 
assessment, 2001) then notes that humanitarian aid is being provided in several countries 
despite a current lack of crisis,  either caused by natural disaster or conflict.  
Humanitarian aid is being provided by the EC to several countries where EC cooperation 
has been suspended.  These countries tend to be the ones characterized by any of the 
following criteria: absence of rule of law, lack of respect for human rights and 
democracy and deteriorating political, economics and social conditions.  The EC 
assessment of LRRD (Communication from the Commission to the Council and the 
European Parliament:  Linking Relief, Rehabilitation and Development - An assessment, 
2001) stresses that ECHO should cease assistance where no humanitarian emergency 
exists.  The Assessment notes that if the EC is committed to continuing its assistance in 
these states, it should seek more appropriate longer-term instruments to do so in a timely 
fashion. 
 Furthermore, the Communication (Communication from the Commission to the 
Council and the European Parliament:  Linking Relief, Rehabilitation and Development 
- An assessment, 2001) reports that different funding instruments are often used for the 
different phases of a response.  As the phases of relief, rehabilitation and development 
often overlap within a single country, the EC emphasizes that different funding 
instruments will often have to be used simultaneously. The issue of different funding 
sources for relief, rehabilitation and development is a recurring theme, and was also 
noted by Smillie (1998) and reoccurs throughout the research.  
 Maxwell outlines several additional recommendations for regions, which he 
terms “chronically vulnerable” (1999, p. 373).  Both Smillie (1998) and Maxwell (1999) 
suggest that dual mandate organizations have an advantage in linking and realizing 
synergies in relief and development in their responses.  Maxwell (1999) goes further by 
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suggesting that both emergency and development capacities should be integrated into the 
same core staff.  Maxwell (1999) also calls for the program design phase to include: 
careful needs assessment, clear understanding of local conditions (including political and 
security), collection of baseline data, information on what other agencies are doing and 
in which areas, and clear understanding of its own internal capacity and ability to 
respond.  In addition, he places the focus on strategy, capacity building, and careful 
monitoring, in particular, on the need to ensure that aid does not cause harm (Maxwell, 
1999). 
 Maxwell (1999) also reiterates the importance that Smillie (1998) gives to 
timing.  Maxwell (1999) states that the transition from relief to development involves 
moving away from some activities and beginning new ones, although he calls for further 
research as he stresses that the criteria and thresholds for the transition are ill defined.  
He continues to state that judging the timing for transition in complex emergencies is 
often much more difficult than in responses to natural disasters and that distinct 
programming elements may make the “transition” at different times.  He defines the 
minimal conditions for transition as from emergency relief to rehabilitation as follows: 
the cessation of conflict, some political accommodation to prevent the re-ignition of 
outright conflict, a reasonable level of security, respect for human rights, guarantee of 
humanitarian access and acceptance by donors of the legitimacy of the controlling 
political authority (Maxwell, 1999).  Maxwell (1999) states: “Staff capacities, logistical 
capacities or donor resources and priorities may be more amenable to continued 
emergency response, even if conditions on the ground indicate that transition to longer-
term programming is possible, or that emergency assistance should stop” (p. 379). 
Finally, Maxwell (1999) advocates for donors to establish separate funding mechanisms 
that would support rehabilitation and mitigation as independent categories. 
 Recommendations Emerging from the Field 
The recommendations that we have seen thus far have been largely theoretical and 
devoid of context.  Campanaro, Hepburn, Kowalska and Wang (2002) examine NGO 
attempts, at the field level, to link relief and development.  The authors interviewed 28 
European organizations, including 19 NGOs and five donor organizations, working in 12 
countries to derive their recommendations.  The interviewed NGOs defined 
“developmental relief” activities as those that seek to strengthen local participation, 
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capacity and civil society, restore livelihoods, support economic development and 
promote peace and reconciliation with the objective of long-term sustainable 
development (Campanaro et al., 2002).  The NGOs typically included the following 
activities: “reconstruction” or “transition”; rehabilitation, creation and support to health 
care systems; rehabilitation and creation of new infrastructure, including schools, 
hospitals, and roads; and capacity building across sectors, including education, health, 
agricultural, government and social sectors.  Preparedness and mitigation activities were 
often considered to be “transition” activities. While few NGOs explicitly cited these 
activities as their central focus, many organizations were engaged with such activities 
(Campanaro et al., 2002).  Finally, most NGOs stressed the importance of developing 
exit strategies at the beginning of a project.   
In general, NGOs echoed the concerns raised by Smillie (1998) regarding timing, 
avoiding dependency and sustaining their impacts.  In particular, they expressed concern 
with avoiding dependency and with conducting conflict analysis during all stages.  As 
there has been an enormous disparity of concrete guidelines and recommendations on 
the subject, the study found that a large variety of approaches and practices were 
adopted by the NGOs that took part in the study.  The various approaches found 
included: alternation of existing relief program to include development activities, 
establishment of a specific department to manage “developmental relief” programs, 
incorporation of distinct relief and development sections within an organization into one, 
or creation of a new, separate organization to implement these types of activities 
(Campanaro et al., 2002).  However, the study also found that NGOs had adopted some 
common techniques as follows: incorporation of rights-based approaches, working with 
local partners, focus on capacity building, emphasis on restoring livelihoods, 
implementation of preparedness and mitigation programs and development of exit 
strategies.   
Practitioners indicated that much of the discourse regarding the idea of linking 
relief and development has remained theoretical with little practical guidance provided 
(Campanaro et al., 2002).  In addition, Campanaro et. al. (2002) find that while these 
issues had been discussed for over a decade and some theoretical foundation established, 
NGO practices in the field have not been thoroughly documented or analyzed.  The 
study of Campanaro (2002) was an attempt to begin to address these issues and 
specifically asked NGOs to provide recommendations for implementation based on their 
 48 
practical experience in the field.  This thesis builds upon this, as it studies NGO 
programs and practices in the transition, as well as aid worker perceptions of appropriate 
aid during this period, as applied to the context of Sierra Leone.  It then begins to 
hypothesize some practical recommendations based on the interviews from participants. 
All NGOs included in Campanaro, Hepburn, Kowalska and Wang’s study (2002) 
stressed the importance of early and continuous local involvement as components of 
their programming.  However, degree and type ranged from informal input to local 
leadership or activities, backed by NGO support.  NGOs noted that while working 
through local partners is desirable, they acknowledged that this is often very difficult 
and may not be possible.  There may be a severe shortage in terms of capacity, lack of 
consensus regarding what constitutes a suitable partner, political considerations, or the 
simple non-existence of appropriate local partners following conflict.  It is also 
interesting to note that participants in the study emphasized maintaining existing 
capacity during an emergency as an important priority (Campanaro et al., 2002).  
Many NGOs also indicated that they attempted to minimize the use of external 
resources, including both human and material.  This was justified due to increased focus 
on sustaining results and building local capacities, even within a relief context. The 
emphasis was also placed on flexibility of such strategies.  The study also found that 
most European NGOs receive funding from a variety of sources (Campanaro et al., 
2002).  Most NGOs cited difficulties working with donors regarding funding for 
“developmental relief” activities.  They expressed that while donors have developed 
policy papers concerning the link between relief and development aid, funding 
mechanisms have generally not changed to accommodate these policies.  Many NGOs 
still perceived there to be a clear divide between relief and development funding 
(Campanaro et al., 2002).  The NGOs who indicated that they perceived donors to be 
responsive to their needs were those that received a large amount of private or 
unrestricted funding.  NGOs indicated that they often have to align their proposals with 
donor objectives, and aligning proposals does not always reflect what NGOs needed on 
the ground. 
Donors interviewed indicated that under certain circumstances, such as when a 
region lacks a functioning governing body or basic infrastructure, they are forced to fund 
short-term humanitarian interventions (Campanaro et al., 2002).  However, the 
interviewed donors were quick to qualify this by stating that even under the most chaotic 
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of circumstances, organizations can and should build on existing local capacity, at 
whatever level it may be.  NGOs interviewed perceived a need to raise awareness 
amongst donors regarding the importance of developmental relief and the need to find 
more effective funding mechanisms. Both the field-level practitioners and donors 
identified a lack of communication both within and across institutions as a significant 
barrier to realizing effective linkages (Campanaro et al., 2002). 
Finally, both NGOs and donors alike regarded the need for effective monitoring 
and evaluation as paramount.  They expressed that program reviews were critical for 
providing feedback on both successful and less-successful interventions.  Both NGOs 
and donors acknowledged that evaluations and emerging lessons learnt are essential for 
institutional and sector-wide learning.  Nonetheless, both admitted that these are often 
ineffective and are not used or incorporated properly or sufficiently.  Donors were found 
to fund NGOs with a proven track record and regional expertise, which also poses a 
barrier to effective evaluation.  The study of Campanaro (2002) found that evaluations 
were often done in response to donor requirements rather than as part of organizational 
initiative, but were often not used to their potential.  One concern raised by the NGOs, 
which  participated in Campanaro’s study, was that while evaluations have sometimes 
provided valuable learning points to organizations or within a specific context, larger 
and broader studies tend to look at general issues in academic thinking and have 
contributed little to improving practice on the ground (Campanaro et al., 2002). 
Campanaro et. al.’s (2002) study then concludes by calling for further research involving 
a detailed analysis of current activities and practices on the ground.  Given the somewhat 
astonishing lack of further research, and debate in this area in the intervening 14 years, 
this research contributes to filling a significant gap in the literature and discourse, as 
well as contributing to further investigation of practices on the ground. The following 
section identifies critiques of the developmentailist position. 
2.6. Critiques of Developmentalist Position: The Back to 
Basics Perspective 
The argument for linking relief to development has also prompted a solid critique.  
Jackson and Walker (1999, p. 93) note that the language of this critique is often strong, 
including accusations that developmental-relief erodes the humanitarianism principle 
and invites “corruption” of humanitarianism.  They note that positions are highly 
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polarized and in danger of becoming entrenched.  The main arguments in the critique 
center around the following assertions: rejection of the continuum approach, scepticism 
regarding the alleged potential harmful affects of humanitarian assistance, concern that a 
reformed relief agenda can provide unjustified excuses for disengagement, concerns 
over the politicization of relief assistance, the protracted nature of complex political 
emergencies and scepticism regarding the ability of developmental relief to address the 
causes of conflict.  Critics have argued for “back-to basics” approach and for the need to 
re-focus on the core humanitarian principles (Jackson & Walker, 1999). 
 Rejection of the Early Continuum Model 
One of the central themes of the critique maintains that “new” approaches to 
relief ignore the nature of complex political emergencies, but they continue to purport a 
return to the “normality” of development (Jackson & Walker, 1999, p. 102).  The early 
“continuum” model was discredited largely as a result of this precise argument.  As we 
have seen, this resulted in a shift in nomenclature, but the idea that relief and 
development should be linked continued to persist. 
Despite the shift in nomenclature, this argument continues to hold a central place 
in the critique against reform of the humanitarian system.  However, Jackson and 
Walker (1999, p. 102) note that not all proponents of developmental-relief assume a 
rapid return to a “peaceful normality”.  In fact, most “developmentalists” have also 
rejected the early notion of the continuum.  Rather, Jackson and Walker state that the 
more interesting proponents of a more developmentalist approach to humanitarianism 
assert “that there may be spaces within ongoing wars in which either work towards 
peace, or development, or occasionally both, may constructively take place” (p. 102).  
They further note the possibility of “multiple co-existing “normalities” for people in 
conflict.  
 Do No Aid and the Myth of Harm 
As we have already seen, one of the key motivations of the linking-development-to-
relief perspective is the attempt to avoid harm that can be caused by humanitarian 
assistance.  Critics of reforming international assistance claim that the “do no harm” 
norm provides an excuse for disengagement.  They argue that “do no harm” can be 
interpreted as “do no aid”, and this argument can be used to shirk international 
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assistance responsibilities (S. Jackson & Walker, 1999).  Macrae (1998) states that in 
numerous cases, “re-labeling a catastrophe as development is little more than a mask for 
budget cuts” (p. 313). 
 Some critics extend this position further and assert that the assumption that aid 
does harm, in terms of either increasing conflict or causing dependency, is un-provable.  
If aid, does indeed not cause harm, then there is little argument for increasing synergies 
between relief and development, and the debate becomes mute.  The language in the 
debate remains strong.  Bradbury (1998) talks of the “myth of dependency” (p.332) and 
explains that it can mistakenly be used to rationalize a shift from relief to development, 
using “mistaken” arguments regarding the lack of sustainability and the undermining of 
local coping strategies. 
 While the notion of dependency has been used on both sides of the debate, very 
little literature exists, which examines the existence and impact of this notion.  Harvey 
and Lind (2005) have undertaken one such study, which takes the perspective that the 
“harmful” nature of dependency is a fabrication often used to scale back aid.  They 
identify four main ways in which the term is commonly used as follows: 
1. Undermining initiative – in this perspective, prolonged relief may create a 
dependency mentality or syndrome.  This would undermine local initiative as 
individuals or communities would develop an expectation of assistance. 
2. Undermining local economies – in this perspective, relief provides inputs that 
should be provided by the local economy.  If the local market is skewed because 
of prolonged relief aid, an economic dependence on outside assistance may 
develop. 
3. Feeling of shame or defeat – in this perspective, people may be dependent on 
relief aid to meet basic survival needs.  Referral to dependency, in this sense, is 
often associated with a sense of shame or defeat. 
4. Reliance of government on aid – in this perspective, national or local 
governments, aid agencies, rebel groups, or any other relevant stakeholder may 
become dependent on relief resources. (p.3) 
Harvey and Lind (2005) explain that dependency is typically viewed as highly 
negative.  In fact, they explain that in development theory, it is in fact “the antithesis of 
development approaches that aim at empowerment, participation, and sustainability” (p. 
3).   
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The first interpretation, regarding a dependency mentality, is the most common 
interpretation of the concept.  Harvey and Lind’s (2005) analysis is somewhat 
controversial, and countering opinions abound.  They claim that evidence regarding how 
people survive during crises show that dependency, in this regard, is “an unhelpful 
myth” (p. 4).  They further claim that relief does not undermine initiative or make people 
uncooperative or lazy, as is frequently argued.  Instead of viewing attempts to abuse 
relief systems as evidence or dependency, they argue that the exact opposite conclusion 
may be reached, specifically, that attempts to cheat the system can be viewed as 
evidence of insufficient assistance.  In fact, they go even further to suggest that people 
are likely to exploit whatever assistance is available as part of their livelihood strategy.  
Harvey and Lind (2005) acknowledge that very few studies have explicitly examined 
dependency in this sense, and that it tends to be more of an unspoken assumption.  
Harvey and Lind (2005) conclude that “All the evidence about how people survive 
during crises points to the fact that dependency syndrome is an unhelpful myth, and that 
relief does not undermine initiative or make people lazy” (p. 23).  They note that despite 
the lack of evidence, the concept of dependency has remained remarkably persistent.  
Anecdotal evidence has shown that many humanitarian workers have indeed noted the 
presence of a “dependency mentality” resulting from prolonged humanitarian assistance 
and this should be studied with greater rigor and with added detail.  In fact, the notion of 
the dependency mentality came up repeatedly during field interviews conducted during 
this study and all participants unanimously, with the exception of only one interviewee, 
spoke to its impact on aid implementation in the field. 
The second potential interpretation of dependency, as outlined above, concerns 
the reliance of various stakeholders on the resources generated from relief aid (Harvey & 
Lind, 2005).  This possible interpretation of dependency is often used in reference to 
food aid.  The argument behind this perspective would be that prolonged relief aid can 
undermine local economies.  With respect to food aid, this argument would suggest that 
prolonged food aid can damage local agricultural production.  The impact of this 
damage would be circular, as insufficient agricultural production would then result in an 
increased need for food aid.  Harvey and Lind (2005)  outline the robust nature of 
markets and its ability to adapt.  They state that the extent to which one would depend 
on aid directly corresponds to how it compares with respect to other sources of basic 
income needed for survival.  In fact, they counter that instead of viewing relief as 
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causing dependency, it is possible to see relief as reducing dependency by enabling 
people to conserve productive assets that they would otherwise have to sell. 
In analyzing the third potential perspective, as outlined above, Harvey and Lind 
(2005) note that people can only rely on assistance if they understand their entitlement.  
They discredit dependency in this sense, as they explain that relief assistance is rarely 
transparent regularly enough to be relied upon.  Jackson and Walker (1999) also discuss 
this perspective of dependency.  They explain that while many aid programs get 
extended beyond the immediate crisis, such situations can often still be classified as 
humanitarian, rather than developmental, as a sudden or rapid pull out of aid would 
cause a rapid increase in morbidity and mortality.  They acknowledge that dependency 
often does exist in such situations.  However, rather than viewing this dependency as 
something to be avoided, they take the perspective that ongoing relief aid in such 
situations is essential as it forms part of the survival strategies for the affected 
populations.  Jackson and Walker (1999)  note that in such situations there is often no 
normality to return to, and aid may be continued over very lengthy periods of time.  This 
then raises the critical, yet unanswered, question of what is an emergency and what is 
not.  
Finally, Harvey and Lind (2005) only note the fourth interpretation of 
dependency, as outlined above, but do not discuss it in detail.  Governments in weak and 
failing states are typically unable to provide services such as health care and education.  
Harvey and Lind (2005) note that it is generally accepted that people should be able to 
reply on public provision of health care and education, either through government tax 
revenues or donor funding.  Local governments then rely on humanitarian assistance to 
provide an important service to their population that they are unable to provide.  In this 
case, dependency is not viewed in a negative light; rather, its presence justifies the 
ongoing relief effort. 
 Politicization of Relief Assistance 
Fox (2001) notes that developmental relief marks a fundamental shift from traditional 
humanitarian principles.  In particular, he described the “new relief agenda” as a 
rejection of the principles of neutrality.  As with other critics, he notes the fundamental 
objective of relief is to preserve life.  In contrast, developmental relief raises questions 
regarding the long-term consequences of intervening and thus becomes subject to 
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political decision-making.  Hendrickson (1998a) also acknowledges a tendency for key 
donors to use relief in pursuit of broader political or military objectives.  Fox (2001) 
goes further to suggest that developmental relief will likely lead to a new conditionality 
of aid.  
Fox (2001) emphasizes that the new aid agenda relies on the ability to accurately 
predict the long-term impacts of aid.  He notes that retrospective analysis is much easier 
than predictive one and it questions whether long-term predictions can be done with 
sufficient accuracy.  Furthermore, Fox (2001) suggests that the resultant politicization of 
aid could actually undermine the effectiveness of the relief effort on the ground.  
Specifically, if warring parties do not accept the neutrality of aid works, this could pose 
serious security risks and undermine their efforts.  If aid is viewed as politicized, aid 
agencies could also be perceived to have lost their independence from the donor 
governments that fund them.  Thus, the aid agencies could be perceived as acting in the 
interest of western governments (Fox, 2001). 
 Limited Scope for Developmentalism in CPEs 
MacRae (1998) and Duffield (1994) highlight that complex political emergencies (CPE) 
are political crises. This is a critical point as Macrae (1998) claims that it is largely 
disregarded in the developmentalist perspective towards assistance.  She notes that in 
CPEs, warring parties are deliberately engaged in activities aimed at prohibiting or 
negating any opportunities for development by the opposing party (p. 313). She 
therefore argues that there is a very limited scope for developmental activities in such 
situations. 
Macrae (1998) also argues that CPEs are often characterized by severe 
institutional crises, which “developmentalists” tend to underplay.  Duffield (1994, p. 4) 
elaborates on this by outlining that CPEs attack social systems and networks, eroding 
cultural, civil, political, and economic institutions.  Relief assistance often involves 
direct service provision, which is non-sustainable in the long run.  Reductions in direct 
service delivery are thus often justified on the basis of sustainability.  However, Macrae 
(1998) notes that reductions in relief assistance are often not replaced by a 
corresponding increase in development resources at the community level. 
Duffield (1994) acknowledges that relief is a development concept, but then 
states that development concepts have proven incapable of explaining the permanent 
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emergency.  He states that “developmentalism rests on the assumption of the 
universality of social progress”(1994, p. 4), and CPEs challenge this conventional view 
of development. 
 Relief Aid Can Exacerbate Conflict 
Hendrickson (1998b) notes that a key dimension of the “developmentalist” models of 
relief is a claim that they purport to tackle the underlying causes of conflict and promote 
peace. Hendrickson also notes the existing perceptions that relief aid can serve to 
prolong or exacerbate wars, which has been used as an excuse to provide inadequate 
levels of humanitarian assistance. He then asserts that these approaches have fallen 
short, as they assume the possibility of a return to “peaceful” development and the 
ability of the affected populations to care for themselves. This pro-developmentalist 
argument, in favor of broadening the scope of relief aid to address the root causes of 
conflict, can be used to argue for scaling back assistance or moving towards 
developmental activities before a crisis has ended.  Hendrickson articulates as follows: 
“This is serving to justify the provision of decreasing levels of aid with needy 
populations being left in a state of crisis” (1998a, p. 6).  Hendrickson (1998a) notes that 
humanitarian assistance was never intended to solve the problems underlying conflict, 
but rather services to ensure that affected populations can meet basic needs.  He goes 
further to claim that more “developmental” models of relief can actually be harmful as 
they contribute to the “normalization of crisis”. 
Hendrickson (1998b) accuses “developmentalists” as losing sight of the objective 
of relief aid.  By arguing that relief does not address the root causes of conflict, he 
claims that “developmentalists” are able to justify broadening funding across a wide 
range of sectors by reframing them in terms of conflict prevention.  Hendrickson 
(1998b) stresses that development in the context of protracted crises is bound to fail, and 
proponents of the developmentalists’ perspective lack understanding of the context of 
conflict. 
 Conclusion 
This chapter has investigated the ways in which the literature has addressed the key 
question of the relationship between the relief and development.  Two generations of 
discourse have been identified that relate to the research question posed.  The first 
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generation examined the relationship between relief and development and how these 
distinct aid types could be linked.  A limited amount of concrete, or practical, 
recommendations emerged during this period.  The second generation of the debate saw 
the discourse shift towards linking security and development with increased focus on the 
newly emerging human security agenda.  The terrorist attacks of 2001 in New York 
further pulled the discourse in this direction and away from the issues raised during the 
first generation. It is critical to note that this shift in focus occurred despite a lack of 
maturation on the discourses surrounding the issues raised in the first generation of the 
debate, and despite their continued relevance to aid implementation in post-conflict 
states.  Nonetheless, this chapter has reviewed the specific recommendations and 
guidelines that did emerge during this time period, as well as their critiques. 
This thesis will pick up the outstanding, yet still relevant, debates and discourse 
that emerged from the first generation of the debate.  It will do so in the context of an 
evolved discourse on both development and humanitarian practice that has advanced 
over the last fifteen years in each of the sectors to be examined.  While there was little 
substantive progress in either programming or policy on the issue of linking 
development and relief during the first generation of the debate, this thesis seeks to bring 
some specificity both in terms of examining the relief-development relationship in the 
transition in the context of our specific case study, Sierra Leone, as well as across three 
specific sectors of aid, namely: WASH, health and nutrition/ food security.   
The next chapter will outline the methodology followed for this study.  Chapter 4 
will then review the current literature on relief, development and transition programming 
in each of the three sectors under examination, in order to develop a theoretical 
framework that will be applied to classifying ground interventions implemented in the 
case study country, Sierra Leone.  Finally, the subsequent three chapters will review the 
empirical results that emerge from this study. 
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Chapter 3. Methodology and Methods 
3.1. Chapter Overview 
This chapter provides a detailed examination of how the research questions raised in 
chapter one will be addressed.  This chapter will first examine the research questions 
themselves in greater detail in order to define the scope of the research, as they form the 
foundation of this research study.  The methodology, research design, and the methods 
for data collection and analysis will then be explored. 
3.2. The Research Question 
The development a set of clear and concise research questions is the most critical and 
fundamental step in a research project.  The research questions form the foundation for 
the subsequent research design and output as they define the nature and scope of the 
research (Denscombe, 2010; Flick, 2007a).  Blaikie (2010) states that translating a 
research problem into a set of research questions can be the most challenging aspect of a 
research project. Blaikie (2010) notes that research project will seek to answer both 
major and subsidiary research questions.  The major research question forms the core of 
the research project and is considered the key question.  Subsidiary questions deal with 
the background information and other inputs that are required to answer the major 
research question (Blaikie, 2010) ; (Denscombe, 2010). 
 Research questions must be carefully defined.  Bouma and Atkinson (1995) 
identify two basic properties of researchable questions.  The first criterion is that they 
must be limited in scope to particularly times, places or conditions.  Secondly, there 
must be some tangible means of collecting data that can be applied to answering the 
question (Bouma & Atkinson, 1995). 
 These two criteria have been carefully considered in the development of the 
research questions.  As a result, the major research question that this dissertation seeks 
to answer, as outlined in chapter 1, is as follows:  How can aid be implemented in the 
transition from conflict-related emergency to post-conflict development at the 
community level, such that it meets the needs of the beneficiaries in 3 key areas, namely: 
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WASH, food security, and health, in a manner that is perceived to be appropriate by 
those engaged in program delivery on the ground? 
It is now necessary to unpack this research question in order to fully understand 
the scope and purpose of the present study, as well as how this question was derived.  
This thesis began with the intention of examining the development-relief relationship, 
and transition period, broadly.  However, it quickly became clear that the scope of 
development assistance was far too large to be covered in a single study.  In addition, as 
the focus of the study is truly on transition, it was decided to focus on clear areas of 
overlap between relief and development.  In contrast to the field of development, the 
scope of relief is far more clearly defined. 
The Standards Project for Humanitarian Relief (Sphere) Project was launched in 
1997 as an international initiative aimed at improving the effectiveness and 
accountability of humanitarian assistance (Young and Harvey, 2004).  The backdrop of 
this initiative was that of increasing media coverage and corresponding public awareness 
of humanitarian action, coupled with increased funding (both public and private) for 
interventions of growing complexity (Walker and Purdin, 2004).  Against this backdrop, 
the international humanitarian sector felt increased pressure to deliver these programs 
both effectively and efficiently.  SPHERE thus emerged from the international 
community directly involved in providing such assistance programs; namely NGOs and 
the Red Cross Movement.  According Walker and Purdin (2004), Sphere had two 
primary objectives from the onset of the project, as follows: 
1. To improve the quality of humanitarian assistance 
2. To cause a critical shift towards a rights-based approach 
The SPHERE project included both the development of a Humanitarian Charter and 
minimum standards of assistance.  Both components of the SPHERE project were shared 
and consulted on widely within the international humanitarian community and this 
ensured that the result was largely acceptable and a sense of ownership was felt within 
the community (Ibid).  International buy-in from donor governments was obtained by 
asking agencies to fund the Sphere project in proportion to the percentage of global 
humanitarian assistance that they provided (Walker and Purdin, 2004). 
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The development of the Humanitarian Charter was informed by numerous preceding 
international agreements1.  It is a normative document based on international 
humanitarian, human rights and refugee laws that asserts the rights of populations to 
protection and assistance during times of crisis (SPHERE, 2004).   The Minimum 
Standards are contained together with the Humanitarian Charter in the SPHERE 
Handbook.  The two are linked in that minimum standards are not considered to be 
arbitrary but rather are considered to represent the basic human rights necessary for life 
with dignity in an emergency context (Darcy, 2004).  Darcy (2004) explains that the 
Sphere minimum standards fuse three distinct but related ideas, as follows: 1 – a concern 
with basic human needs; 2 – a belief that basic human needs are universal and must be 
considered as a minimal basis for human entitlements; and 3 - an attempt to define the 
minimum context of “a right to adequate and appropriate humanitarian assistance” (p. 
113). 
 The minimum standards elaborate on the rights defined in the humanitarian 
charter by providing minimum standards for assistance in four core areas: water, 
sanitation and hygiene; nutrition and food aid; shelter and site planning; and health.  
Walker and Purdin (2004) acknowledge that there was robust discussion regarding what 
should be included in the development of the sections.  In the end, these four sectors 
represented the areas where there was consensus was reached that these sectors 
represented core areas for assistance.  Dufour, Maury, de Geoffrey, and Grunewald 
(2004) note that Sphere does note claim to cover all areas of work included in 
                                                 
 
1 The Humanitarian Charter claims to be informed by the following preceding international 
agreements: 
x Universal Declaration of Human Rights 1948 
x International Covenant on Civil and Political Rights 1966. 
x International Covenant on Economic, Social and Cultural Rights 1966. 
x International Convention on the Elimination of All Forms of Racial Discrimination 1969. 
x The four Geneva Conventions of 1949 and their two Additional Protocols of 1977. 
x Convention relating to the Status of Refugees 1951 and the Protocol relating to the Status of 
Refugees 1967. 
x Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment 
1984. 
x Convention on the Prevention and Punishment of the Crime of Genocide 1948. 
x Convention on the Rights of the Child 1989. 
x Convention on the Elimination of All Forms of Discrimination Against Women 1979. 
x Convention relating to the Status of Stateless Persons 1960. 
x Guiding Principles on Internal Displacement 1998. 
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humanitarian assistance and remark that areas such as protection, mental health and 
education are missing. 
 Since it was decided to focus on clear areas of overlap between relief and 
development, and given that the field of development is vast, this study selected the 
specific sectors for investigations from amongst the SPHERE chapters on minimum 
standards.  The author chose to exclude shelter from the current study, as the focus of 
the research is on the transition to long-term development, and this can only be 
discussed in the context of a population that is stable and has largely been resettled in 
the post-conflict context.  As a result, the remaining three core areas contained in the 
SPHERE standards are included in this study, as follows: WASH, health, and nutrition 
and food security. 
 Next, the research specifies that the study is focusing on community-level 
interventions.  It is acknowledged that assistance can be channelled to post-conflict 
countries using a variety of mechanisms, and can be targeted to various levels (i.e. 
international, national, district and community).  This study focuses on ground-level 
interventions implemented by civil society and international organizations active at the 
community level.  Nonetheless, this study will not exclude any recommendations or 
observations that are made by participants, and as a result, if participants specifically 
note recommendations or observations related to aid targeted at other levels, such as 
needed policy reform, this will also be included in the analysis of results and findings. 
Finally, the research question specifies that it will probe participant’s perception 
of appropriate aid in the transition.  It is important to note that the concept of 
appropriateness is subjective.  It is for this reason that the question specifies the 
perspective that will be applied.  As previously noted, while there is a lack of literature 
and guidance materials around this research topic, both in the academic realm as well as 
in the field, the existing gap between field practices and academic literature is 
highlighted.  As this study seeks to begin to bridge this gap, this perspective was 
selected, as it would allow field practitioners’ perspectives to be brought into and 
represented in the academic discourse. 
Blaikie (2010) notes a hierarchy in how, why and what questions, stating that: 
“’what’ questions normally precede ‘why’ questions, and ‘why’ questions normally 
precede ‘how’ questions.”   He then continues his explanation, stating: “We need to 
know what is going on before we can explain it, and we need to know why something 
 61 
behaves the way it does before we can be confident about intervening and changing it” 
(p.60).  The overarching research question for this study is a ‘how’ questions, which as 
explained is considered a higher-order level question.  In the present study, a number of 
subsidiary questions also emerge that must be answered before recommendations, which 
answer the overarching question, can be developed.  The main subsidiary questions for 
empirical field research are outlined below: 
1. How is the term transition used and defined by aid workers? 
2. What is perceived as appropriate aid in the transition? 
3. What conditions must be in place for programming to shift towards a 
development approach in each of the three sectors under consideration? 
3.3. Methodology 
Snape and Spencer (2003) emphasize that that there is no single, accepted or correct way 
of doing research.  They note that precisely because of this, it is important that authors 
situate their research within the broader research field.  For the proceeding analysis, we 
will show that the research methodology for this study can be classified as qualitative, 
inductive and applied. 
 Underlying Assumption: Perception of Truth 
The current study takes a realist perspective, in that it presumes the existence of a 
reality, or a truth, that can be ascertained by observation and analysis of verifiable 
(Patton, 2002). Central concerns within the realist perspective are of validity, reliability, 
and objectivity (Bryman, 2001).  Snape and Spencer (2003) note that key idea in this 
approach is that the researcher attempts to distance themselves from affecting any 
influence on their research, and evidence is collected in an objective and unbiased way.  
Triangulation of data sources and analytical perspectives is an important aspect of this 
approach and is used in order to bolster accuracy and credibility (Chadwick, Bahr, & 
Albrecht, 1984; Flick, 2007a).  Triangulation will be used in this research study as well, 
and the details will be further discussed below, in section 3.4.5.  Despite the use of 
triangulation, Patton (2002) notes that it is important to recognize that research is never 
completely value free.  As a result, in this type of research, it is particularly important to 
ensure that any biases in the data are made explicit, and steps are taken to mitigate their 
influence to the extent possible.  As such, any barriers to this research, limitations on 
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methodology and the integrity of data will be discussed at the conclusion of this chapter, 
in sections 3.6. 
 Quantitative vs. Qualitative Research 
Qualitative research has come to play a prominent role in social science research. Bryne  
et. al. (2009) attribute this to the inability of quantitative methods to address the 
complex causation that underlies social intervention.  Bouma and Atkinson (1995) also 
note that qualitative research is associated with depth rather than breadth.  As such, 
qualitative methods tend to be best for answering how or why questions (Carden, 2009).  
Quantitative and qualitative methods also have distinct relationships with theory.  
Quantitative methods tend to be deductive and often test hypotheses.  In contrast, Bouma 
and Atkinson (1995) explain that qualitative researchers will often avoid the formulation 
of hypotheses until their investigation has begun.  In addition, while quantitative 
research seeks to prove hypotheses; qualitative research aims only to show that they are 
implausible, or to generate them. 
 Bevan (2009) notes that development research, in particular, is an outlier within 
the social science field.  Kanbur (2003) notes that development research has relied on 
two types of research frameworks, namely: neoclassical economics and what he terms 
broad social sciences.  Neoclassical economics is considered a quantitative approach; 
whereas the social science approach, referred to be Kanbur, is qualitative in nature.  
Bevan (2009) notes that the neoclassical economics framework has dominated 
development research for more than 20 years.  He then emphasizes that reliance on these 
quantitative models has failed to produce effective development policies and practices, 
and thus stresses the importance of qualitative methods for gaining the necessary in-
depth knowledge, needed to understand complex development contexts and situations. 
 The current research sought to gain an in-depth understanding of the factors that 
contributed and influence the research question.  There is very little existing relevant 
literature and theory that addresses development programming in the transition from 
relief to development; thus no hypothesis can be drawn in advance of field research.  
Rather, this research sought to ascertain the primary variables that influence how aid is 
implemented, and changes, while a country transitions from crisis to stability.  As such, 
this study sought to develop relevant hypotheses that could be further explored and 
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tested in future studies.  As a result, this research is more appropriately suited to 
qualitative methods. 
 Pure versus Applied Research 
Literature on methodology often distinguishes between pure or theoretical and applied 
research.  Ritchie (2003) distinguishes between the two by stating that theoretical 
research is concerned with testing, generating or augmenting knowledge in a particular 
discipline; whereas applied research is the use of knowledge that is acquired through 
research to enhance the understanding or resolve a contemporary issue.  In the realm of 
social sciences, Jackson (1995) notes that pure research focuses on understanding social 
relationships; whereas applied research aims to ascertain how to bring about specific 
changes in society. Jackson (1995) further clarified the distinction in stating that pure 
researchers values knowledge for its own sake; whereas the applied researcher aims to 
influence an occurrence in the real world.  Patton (2002) and Jackson and Walker (1999) 
note that the term applied research is often used with respect to studies with the 
objective of developing, monitoring or evaluating policy. 
The research question posed in this study is firmly routed in the real world, and 
seeks to understand and explain real world events, whilst contributing the woeful lack of 
academic discourse around development aid in the transition from crisis to stability.  It is 
also specifically targeted at generating practical recommendations for implementing 
agencies regarding when and how to implement change in their programming on the 
ground.  As such, this study may be characterized as applied research.  The distinction 
between pure and applied research however, in essence, only relates to the purpose of 
the research, since both forms of research can contribute to theory, thus blurring the 
boundaries between the two (Ritchie 2003).  In fact, this is the case with the present 
study; while the research remains largely applied in nature, it will indeed seek to 
contribute to theory. 
 Deductive vs. Inductive Approach 
The relationship between theory and research is key determinant of methodology.  There 
are only two possible opposing possibilities with respect to this relationship, namely: 
deductive and inductive research (Gibbs, 2007). Bryman (2001) explains that in a 
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deductive approach the theory guides research; whereas in inductive approaches, theory 
is an outcome of the research process. 
 Bryman (2001) continues to note that deductive theory represents the most 
common view of the relationship between theory and social research.  In deductive 
research, the researcher examines existing knowledge and deduces a hypothesis to 
explain a particular phenomenon, which is then tested (Gibbs, 2007).  In contrast, in 
inductive research, no attempt is made to follow the sequence of deductive research.  
Rather, inductive research results in theory by drawing generalizable inferences from 
observations (Shipman, 1997). 
 The body of existing knowledge related to the research question under 
consideration is so thin, that no hypothesis can be drawn.  As a result, deductive research 
would be an inappropriate strategy for this research design.  The research design for this 
study may be considered both interpretive and exploratory.  Exploratory research 
investigates new areas with the objective of generating new theories and concepts 
(Denscombe, 2010).   Denscombe (2010) further explains that a research design may 
need to be exploratory simply when relatively little work has been done on the area 
previously, as is the case with our research question.  Inductive approaches are then 
preferred as there is a lack of theory on which to build.  The research may also be 
considered interpretive as it aims to describe an occurrence, develop theory or 
hypothesis and provide guidance to policy and practice (Shipman, 1997).  As with other 
inductive research, Shipman (1997) notes that the intention of interpretive research is not 
to test a theory, but rather to develop it from data obtained from the field. 
 Research Design: A Case Study Approach 
Rossman and Rallis (1998) explain that case studies seek to understand a larger 
phenomenon by closely examining specific cases (p. 70).  Before proceeding, it is 
important to gain an understanding of what is meant when referring to a “case”.  Bryman 
(2001) notes that the most common understanding of the term  associates the case study 
with a location, community or organization.  As we have already discussed, the focus of 
this study is on deriving recommendations for how aid can be implemented in the 
transition from conflict to security.  Given the methods that have been and will be 
further outlined in this chapter, the ‘case’ in this study can be understood as Sierra 
Leone.  This study attempted to answer the research question by undertaking a detailed 
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study of how organizations implemented aid over the transition period and will further 
examine the drivers of programmatic change.  The case study country provides the 
common context needed for the analysis. 
Within the case study approach, several distinct research design possibilities 
exist.  Bouma and Atkinson (1995) outline five basic types of case studies, namely: 
simple case study, longitudinal case study, longitudinal comparison, comparison and 
experiment.  The simple or basic case study entailed a detailed examination of a single 
case (Bryman, 2001).  The longitudinal case study examines the same group over a 
period of time.  This type of research is very similar to historical research, where issues 
of order, timing must be analyzed in order to develop causal arguments (Amenta, 2009).  
Both longitudinal and historical research seeks an understanding of path dependence, 
which may include a set of conditions that provokes institutional change (Amenta, 
2009).  The longitudinal comparison is the application of the longitudinal design to more 
than one case.  In the comparative longitudinal study, the measures remain constant 
between the groups and should ideally be taken at the same time for all cases (Bouma & 
Atkinson, 1995).  The fourth type of case study identified was the comparison case 
study, otherwise known as a multiple case study.  The multiple case study uses more or 
less identical methods to examine and analyze two or more cases (Bryman, 2001).  
Finally, the experimental case study examines the relationship between independent and 
dependant variables in order to test a hypothesis. 
Yin (1984) outlines three conditions that must be assessed in order to select an 
appropriate research strategy, as follows: “a) the type of research question posed, b) the 
extent of control an investigator has over actual behavioral events, and c) the degree of 
focus on contemporary as opposed to historical events” (p. 16).  The driving research 
question in this study is a ‘how’ question, and as Yin (1984) explains, there are three 
possible research strategies that can be used to answer this type of questions; namely: 
experiment, history, or case study.   
The second criterion questions the degree of control that the investigator exerts 
on behavioral events.  In this context, we are examining factors that affected change 
within organizations.  As the researcher has had no involvement with any of the 
organizations under examination, the researcher has no control over behavioral events 
that have or are occurring in this context.  As a result, experimental research design 
would not be an appropriate research strategy for this study.  The third condition 
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questions whether the research focuses on contemporary events.  In the present case, the 
research question examines events that are recent but that have largely already occurred.  
As a result, it would be most accurate to say that the study is examining contemporary 
history.  Yin (1984) explains that histories can overlap with case study methodology 
since histories can be done for contemporary events.  However, he then continues to 
explain that in such cases, case study is the preferred approach since it relies on the same 
techniques as a history, but adds two additional techniques, namely: direct observation 
and systematic interviewing.  He further re-iterates this point by stating that “case 
study’s unique strength is its ability to deal with a full variety of evidence – documents, 
artifacts, interviews, and observations” (p. 20).  Based on this analysis, we can 
characterize our research approach as a single case with a longitudinal component.  
 Case Studies and Generalizabilty 
Berg (2004) identifies three different types of case studies, namely: intrinsic, 
instrumental and collective. Intrinsic case studies are undertaken to gain an in depth 
understanding of a particular situation.  The results are not meant to be extrapolated out 
of the context of study.  In contrast, instrumental case studies provide insight into an 
issue or refine a theory.  The intent of the instrumental case study is for the researcher to 
gain a deeper understanding of an external question or problem, and as such, the case 
study itself is thus of secondary importance, with its role limited to providing 
background and context (Berg, 2004).  The final type of case study that Berg (2004) 
identifies is collective case studies, which involves extensive study of several 
instrumental case studies.  The collective case study is meant to enhance the ability to 
reach conclusions, hypothesize and theorize about a broader context (Berg, 2004).   
In the present study, special attention was paid during the research design, to 
ensure that the findings can be generalized.  The purpose of this study is to enhance 
knowledge around the effectiveness and appropriateness of aid programming in the 
transition from relief aid to development assistance.  The intent is to study an external 
phenomenon, independent of its context to be able to derive policy recommendations 
that can contribute to improving the implantation of aid in the future.  As such, the 
country in which the case study occurs provides a background and a suitable context for 
the inquiry.  As a result, and building on Berg (2004) and Yin’s (1984) analysis of the 
potential for case study research to allow a level of generalizability, transferability or 
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theory relevance (Denscombe, 2010) this research corresponds to the instrumental case 
study.   
Berg (2004) notes that when case studies are properly undertaken, they should be 
able to provide an enhanced understanding of similar events.  A fundamental underlying 
assumption is that most human behavior is not unique, idiosyncratic of spontaneous 
(Berg, 2004).   Thus, Berg (2004) further stipulates that a fundamental assumption 
underlying all behavior science research is that human behavior is predictable. 
Consequently, as one of the objectives of this study is indeed to generalize the findings, 
careful attention will be paid during the research design to maximize credibility, 
accuracy, and objectivity.  Specific consideration will also be given to the effect of the 
context on the generalizability of results and this will be discussed in the conclusion of 
the study.  
3.4.  Methods 
As discussed in the preceding section, this research is qualitative, inductive and applied.  
Within this broader context for the research, the chapter now turns to the methods used 
in the collection and analysis of data. This section considers the case selection, 
triangulation, data collection methods, and analysis. 
 Establishing Selection Criteria for Selecting Case Study 
Context 
As we have seen in Chapter 1, the number of prolonged, complex conflicts has grown 
exponentially since the end of the Second World War.  As a result, there are many 
potential conflicts to choose from and we must narrow the field of choice by establishing 
several selection criteria.  As a result, six selection criteria have been established, as 
follows: 
1. Low HDI category 
2. Part of the war must have occurred within the last 10 years (from the time of 
field research) 
3. War duration greater than 5 years 
4. War has officially ended (i.e. signing of a peace agreement) 
The reasons underlying the establishment of each of these criteria will now be examined. 
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 The United Nations Development Program (UNDP) provides one means of 
measuring human development and as such, this measure provides a mechanism to 
compare and rank countries.  This measure is known as the Human Development Index 
(HDI).  The HDI is based on three dimension of human development, as follows; 1 – 
longevity; 2 – education, and 3 – Gross Domestic Product (GDP) (UNDP 2007).  
Development is multi-faceted and there is no single indicator that captures all 
aspects that contribute to well-being.  The HDI is imperfect in the sense that it masks 
differences and variations on the indicators within any given country.  In addition, it 
focuses exclusively on 3 specific indicators of well-being.  Nonetheless, the HDI is 
widely used and is perhaps the best indicator available that currently exists for global 
comparative purposes.  As a result, this study will employ the HDI as a comparative 
indicator of the status of development amongst countries. 
By choosing to focus on countries in the lowest category of HDI, this study is 
focusing on countries in the greatest need of assistance; where human development is 
lowest.  While effectiveness of assistance should always be maximized to the extent 
possible, the countries with the lowest HDI have the furthest to go and often with scarce 
resources.  As a result, only countries contained in the low human development category 
of the Human Development Report (Overcoming barriers: Human mobility and 
development, 2009) were be considered in this study. 
Selection criteria numbers 2 – 4, as outlined above, concern characteristics of 
war.   The research question focuses on long-term conflict, rather than acute crisis.  This 
is a critical distinction as the notion of reconstruction may be more applicable in acute 
crises, which bear greater similarity to natural disasters, and where assistance can be 
used to re-construct pre-war infrastructure (whether physical or institutional).  This 
research study notes that the nature of global conflicts has become more complex, and 
the duration of conflicts have significantly increased as well (as shown in Chapter 1).  
As a result, the study is particularly interested in prolonged conflict where the idea of 
reconstruction becomes ambiguous.  As a result, a cut off of 5 years has been selected as 
a selection criterion.  Wars that lasted longer than 5 years will be considered long-term 
conflicts for the purpose of this study.   
In addition, since this study is focusing on the transition from conflict-related 
emergency to post-conflict development, we are interested in only those countries that 
have already signed peace agreements.  Countries that are still experiencing an active 
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state of war are considered to be in a state of emergency and the type of assistance that 
would be typically provided in this circumstance would be relief aid.  There already 
exists a significant body of literature on best practices in the delivery of relief aid.  
Finally, this study focused on ‘recent’ conflicts, or those that have ended within the last 
10 years.  The underlying reason for this concerns access to information.  The further 
this study goes back, the more difficult it would be to obtain the required relevant 
information.   
 Selection of Case Study Country 
In accordance with our selection criteria, established in the previous section, we begin 
our analysis by only considering countries found in the low HDI category according to 
the 2009 Human Development Report (Overcoming barriers: Human mobility and 
development).  This set of countries was analyzed to determine which ones have been 
subject to wars that have lasted longer than five years, and which ended within the last 
10 years.  A summary of the findings are presented in the following table: 
Table 10: Application of War-Characteristic Selection Criteria to Low HDI 
countries 
Country HDI rank 
War 
within 
last 10 
years? 
Years? 
Duration 
(in 
years) 
War 
Ended? Applicability? 
Togo 159 no NA NA NA 
no - no war in 
last 10 yrs 
Malawi 160 no NA NA NA 
no - no war in 
last 10 yrs 
Benin 161 no NA NA NA 
no - no war in 
last 10 yrs 
Timor Leste 162 yes 
rebellion 
1975 - 
1998; war 
1999 - 2002 
27 yes YES 
Cote de 
Ivoire 
163 yes 2002 - 2007 5 yes 
no - recent 
war but not 
greater than 5 
years  
Zambia 164 no NA NA NA 
no - no war in 
last 10 yrs 
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Eritrea 165 yes 1998 - 2000 2 yes 
no - recent 
war but not 
greater than 5 
years 
Senegal 166 no NA NA NA 
no - no war in 
last 10 yrs 
Rwanda 167 no NA NA NA 
no - no war in 
last 10 yrs 
Gambia 168 no NA NA NA 
no - no war in 
last 10 yrs 
Liberia 169 yes 
1989 - 
1996; 1999 
- 2003 
13 yes YES 
Guinea 170 no NA NA NA 
no - no war in 
last 10 yrs 
Ethiopia 171 yes 1998 - 2000 2 yes 
no - recent 
war but not 
greater than 5 
years 
Mozambique 172 no NA NA NA 
no - no war in 
last 10 yrs 
Guinea-
Bissau 
173 no NA NA NA 
no - no war in 
last 10 yrs 
Burundi 174 yes 1993 - 2005 12 yes YES 
Chad 175 yes 
2005 - 
present 
? no 
no - war 
ongoing 
Dem. Rep. 
of Congo 
176 yes 
1996-1997; 
1998-2003 
7 yes YES 
Burkina 
Faso 
177 no NA NA NA 
no - no war in 
last 10 yrs 
Mali 178 no NA NA NA 
no - no war in 
last 10 yrs 
Central 
African 
Republic 
179 yes 2003-2008 5 yes 
no - recent 
war but not 
greater than 5 
years 
Sierra Leone 180 yes 1990 - 2002 12 yes YES 
Afghanistan 181 yes 
1992 - 
present 
? no 
no - war 
ongoing 
Niger 182 no NA NA NA 
no - no was in 
last 10 yrs 
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As we can see, the application of these selection criteria has narrowed our 
potential case study countries to the following: 
Table 11:  List of Potential Research Case Studies based on War Characteristic 
Selection Criteria 
Country 
Timor Leste 
Liberia 
Burundi 
Democratic Republic of 
Congo 
Sierra Leone 
As noted in Chapter 1, this research was partly motivated by the authors’ direct 
experience working in aid implementation in the transition between humanitarian relief 
and long-term development, over three years, in the Democratic Republic of Congo, 
East Timor, and Aceh, Indonesia. Specifically, the research question emerged from the 
authors experience working in the Democratic Republic of Congo, and the importance of 
the question was further reinforced through her additional experience in Timor Leste and 
Indonesia.  As we can see in Table 11 above, both Timor Leste and the Democratic 
Republic of Congo were included in the list of potential research sites for this study.  As 
the author spent a significant amount of time in each of these countries, they were 
specifically excluded from this study, in order to avoid the introduction of research bias 
from her pre-existing experience. 
The final selection of the case study country, from amongst the three remaining 
candidate countries, was made based on logistical considerations.  These considerations 
included: the security conditions existing at the time of the field research, and ease of 
access to the region; amount of aid received; and the interest of relevant organizations in 
participating in research study, as well as the ease of obtaining required information. On 
the basis of these considerations, Sierra Leone was selected as the single case study 
country for this study.  
 Overview of Field Research 
Field research took place in Sierra Leone over a period of nearly four months, between 
March and June 2011.  The research undertaken was qualitative in nature and based 
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primarily on the semi-structured interviews, and supplemented by some field 
observation.  A total of 58 interviews were conducted with participants from 17 different 
NGOs, two of which were local NGOS and remainder international, and all of whom 
were active in Sierra Leone at the time.  The NGOS that took part in the study are as 
follows: Oxfam, Concern, Care, IRC, Coopi, ACF, Hellen Keller International, Cord 
Aid, Africare, ACDI/VOCA, CRS, GiZ, GOAL, Plan, World Vision, Save the Children, 
and HASTA.  Additional interviews were conducted with government officials from the 
Ministry of Energy and Power, donors (DFID and USAID), international organizations 
(UNICEF, REACH programme, ICRC, UNDP, World Bank, WHO, FAO, and the 
WFP), and one former employee of the Guma Valley Water Company. Thirteen 
interviews were conducted regarding urban WASH programming, and twelve regarding 
rural WASH programming.  Twenty-six interviews were conducted with NGO 
participants engaged in the health sector, and twenty-four with those engaged in the 
nutrition and/or food security sector.  Additional information will be provided in the 
subsequent section regarding how research participants were selected. 
While the majority of the interviews took place in Freetown, 13 interviews were 
also conducted in the Kono and Kailahun districts.  Field trips to the Kono and Kailahun 
districts also allowed direct observation of field-based programming. The Kono and 
Kailahun districts were two of the most hard hit by the civil war in Sierra Leone.  
Moreover, the war both began and ended in the Kailahun district, making it the district 
that was affected by the civil war the longest.  As a result, these two districts were of 
particular interest to the present research.  A detailed map of Sierra Leone is provided on 
the next page, which shows the location of both the Kono and Kailahun districts, as well 
as the chiefdoms located within each.
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 Selection of Research Participants 
This study centers on community-level programming and thus focuses on NGOs, as they 
tend to be the most active type of organizations, at this level, during the transition 
period.  The role of the state, bilateral donors, and multilateral organizations should also 
be examined in the future, but generally lies outside the scope of the present study. 
The primary focus of this research was on participants from organizations who 
posses a dual-mandate for work in both relief and development assistance.  
Organizations that specialize solely in development, or solely in relief, are not 
particularly concerned with the transition, as their approach to assistance would be tied 
to their mandate.  However, some of these organizations were still interviewed as their 
perspectives regarding when they exited the case-study country (in the case of a relief 
organization), or when they initiated operations (in the case of development 
organization) shed some light on the triggers that lead to one type of assistance ending 
and another beginning.  This was also tied to existing perceptions on the appropriateness 
of each aid type, according to prevalent circumstances in-country. 
Organizations with a longstanding presence in-country, both prior to the war, 
during and after, are of particular interest to this study.  As a starting point, it was 
assumed that these organizations shifted their programming on the ground in response to 
changing conditions (both external and internal). As such, data collected from these 
organizations will be crucial to understanding the triggers for shifting on-the-ground aid 
implementation methods.  In addition, these organizations will be questioned regarding 
the perceptions of the appropriateness of the timing of the shifts, as well as any 
perceived impacts of the shift (both positive and negative).  In addition, it was always 
going to be highly likely that personnel changed over time and, to the extent possible, 
this research sought to interview those that were involved in all stages of the transition: 
during and post-conflict, and through to development, if applicable.  Documentary 
sources for the time-period under consideration were also sourced where possible.  More 
specific information on data collection methods is provided later in this chapter in 
section 3.4.6. 
 In addition to NGOs, the perspectives of participants from several international 
organizations that also played a role in aid coordination in the field was also included.  
International organizations that were represented include: UNICEF (who coordinates 
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assistance in the WASH sector), the WFP (who coordinates food aid programs), 
REACH programme, ICRC, UNDP, World Bank, WHO, and FAO.  These organizations 
have a birds’ eye view of the assistance provided in country and provided information 
and insight on any trends observed.  Within the WASH sector, this study included 
interviews with representatives of the Ministry of Energy and Water, as well as one 
former employee from the Guma Valley Water Company.  Finally, the perspectives of 
two large donor organizations, USAID and UK DFID, that have been highly active in 
Sierra Leone were also included in order to gain additional context and broaden the 
perspectives represented.  Nonetheless, interviews with these participants still centered 
on field-based programming.  A full list of participants is included in Appendix 1. 
 Triangulation of Data Sources and Data Quality 
This study used triangulation as means of improving data quality.  Flick (2007a) defines 
triangulation as the extension of research design to use more than one method.  The use 
of more than one method allows the researcher to search for consistencies and 
differences in the data (Chadwick et al., 1984).  Triangulation is considered to improve 
replicability, validity and reliability of research findings, which are all key elements of 
quality data (Gibbs, 2007).  Chadwick et. al. (1984) therefore advocate for the use of 
triangulation whenever possible. 
Denzin (1970) distinguishes between two types of triangulation; namely within-
method and between method triangulation.  Within-method triangulation refers to the 
use of various techniques within the same method.  For example, for semi-structured 
interviews, within-method triangulation could mean posing different types of questions, 
which may elicit different types of responses; for examples, narratives, descriptions, 
arguments, or opinions (Flick, 2007b).  However, when referring to triangulation, most 
authors are referring to ‘between method’ triangulation, where more than one method is 
used to uncover several perspectives (Flick, 2007b).  This typically requires the use of 
more than one data source and method of data collection.  
This study will use both within-method and between-method triangulation.  With 
regards to between-method triangulation, this study will use data collected from various 
sources as will be described in greater detail in the following section.  Both of these 
analytical methods will be elaborated on in the section on data analysis.  In addition, 
participants from multiple organizations will be interviewed in order to allow 
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comparison of findings.  With regards to within-method triangulation, data was collected 
using the same method from different types of stakeholders; for example, NGO 
expatriate field staff, national staff, HQ staff, multilateral organizations and donors.  
Finally, as suggested by Flick (2007b), different types of questions were posed during 
the interviews in order to elicit different types of responses. 
 Data Collection 
This study relied on three primary sources for data collection, as follows: 1 – interviews, 
2 – observation, 3 – documentary review.  Each one will be explored in turn below. 
 
Interviews: 
The primary means of data collection for this research study involved in-person 
interviews.  All interviews were conducted in a semi-structured format in English.  
While Krio is the most prevalent spoken language in Sierra Leone; English is the official 
language of Sierra Leone.  All interviewee participants included in this study were 
working professionals within various international or local NGOs and were proficient in 
English.  As a result, there was no language barrier that might have impeded 
communication and/or understanding. 
The interviews aimed to capture the interviewee’s descriptions, recollection, and 
explanation of relevant events (Jackson, 2001). A list of pre-determined key questions 
was developed and can be found in Appendix 2.  These questions were used as a sort of 
checklist, in order to guide the conversation (Bryman, 2001).  A defining characteristic 
of the semi-structured interview is its open ended nature as it attempts to approximate 
natural conversations (Rossman & Rallis, 1998).  This type of interview is flexible and 
consists of the interviewer posing open-ended questions, followed by requests for 
elaboration (Rossman & Rallis, 1998).  As a result, the respondent is aware that the 
interview is being conducted for research purposes; however, the questions’ wording is 
un-prescribed, flows naturally and the conversation is unforced (Sapsford & Jupp, 
1996). The interviewers must therefore be prepared to follow the unexpected and 
respond to new information, which may illuminate an entirely new line of questioning.  
Accordingly, questions did not always follow the exact order in which they appeared in 
the interview guide (Bryman, 2001); however, responses to all questions were sought. 
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In reporting the primary data, each respondent is identified by their organisation. 
If there were more than one respondent from the same organisation they are listed as 
Participant A, B, C. 
Interviewees were primarily identified by snowball sampling whereby existing 
research participants identified and recruited additional relevant participants from 
amongst their networks.  Initial contacts were made within each of the relevant sectors 
by either attending sector-specific meetings or introducing myself directly at field 
offices and requesting subsequent interviews.  In particular, the livelihoods and food 
security sector holds monthly meetings in Freetown to discuss crosscutting issues and 
share lessons learnt and best practices.  This meeting occurred during my first week in 
Sierra Leone and I was fortunate to be able to attend.  I was given the opportunity to 
speak for a few minutes, introduce myself, explain my research and request attendees’ 
participation.  The introduction was very well received and all of the participants in this 
study working in the food security and/or livelihoods sector either were directly in 
attendance at that meeting or were referred to me by participants who were present at 
that meeting. 
As many international organizations work across various sectors, the food 
security expert was often able to refer me on to the relevant contacts in either the health 
or WASH sectors.  Through the participants in the health and WASH sector whom had 
been referred to me via snowball sampling from contacts made in the food security and 
livelihoods sector, I was able to ask questions about the other relevant organizations 
operational in Freetown and in my field sites, Kono and Kailahun and ascertain which 
additional organizations I should target.  Where no contact was forthcoming or 
previously identified, I made visits directly to these offices and introduced myself, 
explaining my study to the front desk reception.  I would explain who I was seeking to 
interview and left a copy of my Plain Language Statement with reception, along with my 
contact details.  The location of these offices are well known by locals and I only had to 
ask a taxi driver to take me to the desired office in order to find it.  With the exception of 
only one organization, all organizations that were contacted in this manner got back to 
me and did participate in the study.  Furthermore, two organizations, COOPI and Plan, 
offered me logistical support in terms of providing both transportation and lodging, in 
order to facilitate my field research in the districts, Kono and Kailahun.  As this research 
was not community-based, and all interviews took place with staff from NGOs or other 
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international organizations, there were no power asymmetries between the interviewer 
and interviewees.  Participants were generally very interested and receptive to the study 
and I received very strong support and participation. 
 
Observation 
Observation is a research method that is often used alongside interviewing (Jackson, 
1995). Observation had a limited, but useful, role in this study, and was used in two 
ways.  In the first instance, observation of interviewees occurred during face-to-face 
interviews.  Facial expressions, body language, and tone of voice often convey attitude 
and emotions that accompany the issue being addressed (Jackson, 1995).  Observation of 
these cues led to further probing of issues and opinions as appropriate, thus enhancing 
the depth and richness of data collected. 
The second way, in which observation was used, was to observe current 
programming in the field, where feasible and appropriate.  This case study has a strong 
retrospective longitudinal component, and clearly it was impossible to observe field 
programming that occurred in the past.  However, by observing current operations, 
following the interviewee’s description during the face-to-face interviews, field 
observation helped to contextualize the data collected.  In addition, data obtained 
regarding current programming, was cross-checked between that observed versus 
obtained through interviews, and clarifications were sought as needed. 
 
Documentary Review 
Both relief and development organizations produce various documents during the course 
of their operations.  Many of these documents may be considered as primary sources, as 
the authors were often directly involved in the program during the time period 
documented (Sapsford & Jupp, 1996).  Some of these documents are available in the 
public domain, while others may not be (Bryman, 2001).  This study examined primary 
documents, whenever possible, such as program and project proposals, monthly and 
quarterly internal reports, donor reports, evaluations, and any other available 
organizational literature.   
It is important to note the target audience for any publications or reports 
examined.  Documentary sources may contain intentional biases, as they try to depict a 
certain storyline, depending on their audience.  Relief and development organizations 
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must show success in order to maintain or gain funding from donors, raise private funds, 
or gain public support.  Public documents were examined with a critical eye and any 
information gained through this method was confirmed through interviews.  Internal 
documents are more likely to convey unbiased information, but are frequently difficult 
to access.  To the extent possible, internal reports were sought out and examined.  Again, 
information obtained from these sources, was cross checked with data obtained through 
interviews. 
 Data Analysis 
Bouma and Atkinson (1995) define analysis, in qualitative research, as the process by 
which data is used to identify themes, develop hypotheses, and establish the logic that 
sustains these themes and hypotheses.  It follows that the analysis must directly tie back 
to the research questions posed at the study outset.  In section 3.2, the overarching 
research question guiding this study was defined.  This overarching question was then 
broken down into a set of subsidiary questions that must also to be answered as a step 
towards answering the overarching question.  The logic linking the subsidiary questions 
to the overarching question has already been established in section 3.2.   
The descriptive data obtained from the semi-structured interviews formed the 
primary basis for data analysis.  Descriptive data obtained from semi-structured 
interviews are very rarely in form that immediately enables analysis (Sapsford & Jupp, 
1996). As will be discussed in section 3.5, interviews were audio-recorded whenever 
possible.  Recorded interviews were then transcribed and/or summarized in order to 
facilitate further processing. In addition, any notes taken during field visits, or as a result 
of observing participants during the interview, were taken in short hand.  These notes 
were further elaborated upon and made more concrete shortly following the observations 
(Sapsford & Jupp, 1996), in order to ensure that important details were not forgotten 
which facilitated later analysis. 
The next step is coding and this step plays a crucial role in analysis (Miles & 
Huberman, 1984).  Saldaña (2009) defines a code as: “a word or short phrase that 
symbolically assigns a summative, salient, essence-capturing, and/or evocative attribute 
for a portion of language-based or visual data” (p. 3).  The first step in coding thus 
involves selecting categories.  In order to select categories, the data must be reviewed 
and linkages must be drawn (Bouma & Atkinson, 1995).  As a result, coding is not only 
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considered the organization of data, but also an actual step in analytical process (Miles 
& Huberman, 1984).  Once this first order coding was complete, each category was 
further examined.  Some of the categories contained clusters of data that deserved 
further refinement into subcategories (Saldaña, 2009).   
One of the final steps in the analysis involves comparing and contrasting all data 
that has been assigned to the same category (Strauss and Corbin 1990).  The aim is to 
ascertain and clarify the meaning of the categories and subcategories and the 
relationship among them (Rossman & Rallis, 1998).  Meaning was hypothesized through 
the search for and analysis of patterns within the categories and subcategories (Bernard, 
2006).  Secondary sources from relief and development theory were also used to support 
the analysis and interpretation of emerging perspectives on what constitutes context-
dependent appropriate aid.   
3.5. Research and Ethics 
Ethics clearance for this research was provided by Deakin University Human Research 
Ethics Committee (as shown in Appendix 4).  All procedures followed were in 
accordance with the procedures that were outlined in the National Ethics Application 
Form, which was submitted in order to obtain the Ethics approval in advance of 
conducting field research. 
 Participation in this research project was strictly voluntary.  A Plain Language 
Statement (PLS) and Consent form were developed and approved prior to conducting 
field research. A copy of the PLS and consent form can be found in Appendix 3. At the 
beginning of each interview, the researcher described the research study and its 
importance, as well as how the interviewee was selected to participate.  Participants 
were then provided the PLS and given sufficient time to read it.  Participants were given 
the opportunity to ask the researcher any questions during the initial introduction, and 
provided with her contact details so that they may follow up with any additional 
questions that may arise at a later date.  In addition, participants were made aware that 
they were able to withdraw from further research at any time, until the completion of 
data analysis, without any consequences. If participants agreed to participate, they were 
then asked to sign the consent form. 
 Participants in interviews were given several options regarding confidentiality.  
Participants were given the choice of whether the researcher could reveal their identity, 
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or their organizational affiliation, within the research study.  As many participants chose 
not to disclose their names, it was later decided not to disclose the names of any of the 
participants.  This decision was made as there are limited number of staff that work in 
each programmatic area within an NGO at any given time, and their colleagues or other 
engaged in the sector may have been able to identify the source of opinions and ideas 
expressed if only selective participants were identified by name.  Despite this, all 
participants agreed to disclose their organizational affiliation and this is cited throughout 
the thesis.  While all participants chose to disclose their organizational affiliation, it must 
be noted that the views expressed during this study reflected only those of the 
individuals that participated and did not represent official organizational positions on 
any of the topics that were discussed. 
Participants were also given the choice of having their interviews recorded, 
without repercussion regardless of their choice.  Participants were roughly equally split 
between those allowing recording and those who preferred not to.  Interviews that were 
recorded were later transcribed and both the recordings and transcriptions are stored 
securely.  For participants who chose not to be recorded, hand written notes were taken 
during the interviews.  These were later elaborated on by generating more complete 
computer based interview summaries.  Both the handwritten notes and electronic 
summaries are also stored securely.  All information will continue to be stored for 5 
years following the conclusion of this project and will then be destroyed. 
3.6. Limits of Research 
There are several limits to the research and methodology that must be acknowledged 
here.  As this thesis is investigating the transition from relief to development, an 
understanding of historical dimensions of program inventions and rationale for 
programmatic approaches was sought through each of the interviews.  Humanitarian 
operations are often subject to high staff turnover, and, as anticipated, many of the 
previous foreign staff that were involved in the programs as decision-makers during the 
relevant study period are no longer employed by their former organizations or even still 
residing in Sierra Leone.  As a result, when staff were interviewed, some participants 
had to rely on their understanding of the corporate history of their organization in order 
to be able to answer some of the questions if they hadn’t been with their organization for 
the duration of the time period in question.  Furthermore, some organizations had 
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vacancies at the time that the field research was being conducted, and as a result, may 
not have had a staff member in the relevant position at the time of research.  
Unfortunately, these organizations had to be excluded from the sector specific analysis if 
they lacked personnel that were suitable to interview at the time of the research.  These 
limitations to the methodology were mitigated to the extent possible by conducting 
interviews with as wide a representation of staff as possible and data triangulated at 
every opportunity.  
It is also important to note that participation in this study was strictly voluntary.  
As a result, there were a couple of organizations that were approached but declined to 
facilitate interviews between the researcher and their staff, and requested that their staff 
members not participate in this study.  These requests were always respected.  However, 
a clear limitation of this study is that the views expressed and included only represent 
those who chose to participate.  Nonetheless, it is worth noting that overall the research 
and research question received widespread support and interest, with most individuals 
and organizations happy to participate. 
Finally, it is again worth highlighting that very little academic literature and 
practical guidance documents exists on the relationship between relief, transition, and 
development.  While this study contributes both to the theory and practice of aid 
implementation in the transition, by examining the topic in the context of Sierra Leone 
and across three sectors, it is still a single study and any emergent results or conclusions 
must be interpreted as hypothesis that should be further investigated in future studies. 
3.7. Conclusion 
This chapter has built upon the literature review of the previous chapter to further 
define the research question.  The nuances of the research question and its scope have 
been unpacked, and several subsidiary questions have been established.  The chapter has 
fully reviewed both the methodology and methods used throughout this research study.  
It has also outlined the ethical aspects of this research, as well the limitations of this 
study.   
The next chapter will review the sector-specific literature on aid implementation 
approaches in each of the three sectors in order to develop a theoretical framework for 
classifying field interventions.  These theoretical frameworks will then be used in the 
analysis of empirical results that emerges from the interviews in subsequent chapters. 
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Chapter 4. Development of an Analytical Framework 
for Classifying Ground-Based Activities  
4.1. Introduction 
This chapter will review the literature on relief, development and transition for each of 
the three sectors being examined in this thesis, specifically: water, sanitation and 
hygiene (WASH) promotion, health and food security.  The approaches within each 
sector will be compared and contrasted in order to develop a theoretical framework that 
can be used to classify the type of intervention encountered in the field.  It is important 
to note that each of the discourses and scope of each of these sectors is large and this 
chapter will not attempt, or be able, to cover all of the intricacies of the current debates 
and research within each.  Rather, this chapter seeks to broadly examine each sector, 
with a focus on establishing differences and commonalities between relief, development, 
and transition, when applicable, approaches to aid implementation.  
4.2. Water and Sanitation 
This section will review approaches to relief and development assistance in the WASH 
sector.  A thorough search of the literature did not uncover any existing literature related 
to transition programming in the WASH sector and as a result, we can conclude that 
there has been little to no research conducted in this area. Transition will be explored in 
detail in the empirical results chapter related to WASH, which is the Chapter 5. 
 WASH in Emergencies and Development  
Waterborne diseases are one of the greatest public health risks in emergencies and are 
considered critical determinants of survival in the early stages of an emergency 
(Humanitarian Charter and Minimum Standards in Disaster Response, 2004, pp. 204-
211).  Water is recognized as a right in the Humanitarian Charter, which reflects the 
most basic necessities for sustaining life and dignity of those affected by disaster and 
conflict, as reflected in international law (Humanitarian Charter and Minimum 
Standards in Disaster Response, 2004).  
Different types of disasters affect access to appropriate water and sanitation in 
different ways.  Some natural disasters, such as earthquakes, mudslides and volcanoes, 
can cause structural damage to infrastructure that can cause either their breakdown or 
 97 
contamination, or both.  Floods can contaminate water sources and cause latrines to 
overflow.  Droughts can cause regular water supplies to dry up, forcing people to seek 
alternative, potential unsafe, sources ("Strengthening Health Systems to Improve Health 
Outcomes," 2007).  In times of armed conflict, international law prohibits water drinking 
water and irrigation infrastructure from being attacked, destroyed, removed, or rendered 
useless (Humanitarian Charter and Minimum Standards in Disaster Response, 2004).  
Nonetheless, in practice, infrastructure is often affected, damaged or destroyed during 
conflict and cause a lack of access to previously existing resources. 
Emergencies, whether due to conflict or natural disasters, also often cause 
population displacement.  As people are away from their place of residence, they may be 
situated in a location without adequate access to water or sanitation.  Population 
displacement also often results in increased population density in areas where people are 
taking refuge.  With increased population density, there is also a greatly increased risk 
that unprotected water sources near the temporary settlement will become contaminated.  
If sanitation is inadequate, increased population density also further facilitates the fecal-
oral transmission route and can lead to an outbreak of waterborne diseases 
("Strengthening Health Systems to Improve Health Outcomes," 2007).  
In the development process, access to sufficient water of adequate quality for the 
fulfillment of basic needs is an important end in itself, as it directly improves human 
welfare by improving health and quality of life. Water may also be seen as an input to 
the development process because of the role it plays in facilitating investment in human 
capital.  For example, according to the United Nations (UN), “as much as 1/10 of every 
person’s productive time is sacrificed to water related diseases” (UN 1993 inGasana, 
Morin, Ndikuyeze, & Kamoso, 2002).  Longer life span also increases the length of 
participation in the labor force and therefore increases income.  Domestic water use 
profoundly affects personal health, and studies have found that waterborne diseases 
represent the largest burden of disease globally (Zehnder, Yang, & Schertenleib, 2003).  
Clearly, water must be available in sufficient quantities and be of adequate quality to 
satisfy drinking water, hygiene and sanitation requirements in order to stop the 
transmissions of pathogens, parasites, and disease (Helmer, 1999; Mara, 2003).  
As an input, improving water accessibility also has enormous potential to 
directly enhance human productivity and consequently household income.  In many 
developing regions, water collection consumes a substantial amount of time. When 
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access is improved, the time saved can be directly re-allocated into income generating 
activities
 
(Lévite & Sally, 2002).  Furthermore, the process of collecting water is often 
physically demanding, and can entail an energy expenditure of greater than 1/3 of daily 
food intake (WEHAB, 2002).  Heavy loads of water must often be carried over long 
distances, and when these distances are decreased, the physical energy saved may then 
be expended on other, more productive, activities (WEHAB, 2002).  As a result, even if 
time allocated to income generating activities were to remain constant, a greater energy 
store would improve worker efficiency, defined as output per unit time, which would 
then translate into increased household income (WEHAB, 2002).  Time saved may also 
be re-allocated for investment in education and skill formation.  
 Relief Standards and Development Objectives 
The SPHERE handbook dedicates a full chapter to setting out minimum standards for 
water supply, sanitation and hygiene promotion (WASH) in emergencies.  These 
standards are summarized in the following tables. 
Table 12: SPHERE Standards for WASH (The Sphere Project: Handbook, 2011) 
No. Standard Indicator 
1 
WASH needs of the affected 
population are met and users are 
involved in the design, 
management and maintenance of 
the facilities where appropriate. 
All groups within the population have safe 
and equitable access to WASH resources and 
facilities, use the facilities provided and take 
action to reduce the public health risk 
All WASH staff communicates clearly and 
respectfully with those affected and share 
project information openly with them, 
including knowing how to answer questions 
from community members about the project.  
There is a system in place for the 
management and maintenance of facilities as 
appropriate, and different groups contribute 
equitably 
All users are satisfied that the design and 
implementation of the WASH programme 
have led to increased security and restoration 
of dignity 
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Table 13: SPHERE Standards for Hygiene Promotion (The Sphere Project: 
Handbook, 2011) 
No. Standard Indicator 
1 
Affected men, women and children of all 
ages are aware of key public health risks 
and are mobilised to adopt measures to 
prevent the deterioration in hygienic 
conditions and to use and maintain the 
facilities provided 
All user groups can describe and 
demonstrate what they have done to 
prevent the deterioration of hygiene 
conditions 
All facilities provided are 
appropriately used and regularly 
maintained 
 All people wash their hands after 
defecation, after cleaning a child’s 
bottom, before eating and preparing 
food 
All hygiene promotion activities and 
messages address key behaviours 
and misconceptions and are targeted 
at all user group 
Representatives from all user groups 
are involved in planning, training, 
implementation, monitoring and 
evaluation of the hygiene promotion 
work 
Care-takers of young children and 
infants are provided with the means 
for safe disposal of children’s faeces 
2 
The disaster-affected population has 
access to and is involved in identifying 
and promoting the use of hygiene items to 
ensure personal hygiene, health, dignity 
and well-being.  
Women, men and children have 
access to hygiene items and these 
are used effectively to maintain 
health, dignity and well-being 
All women and girls of 
menstruating age are provided with 
appropriate materials for menstrual 
hygiene following consultation with 
the affected population 
All women, men and children have 
access to information and training 
on the safe use of hygiene items that 
are unfamiliar to them 
Information on the timing, location, 
content and target groups for an NFI 
distribution is made available to the 
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affected population 
The safety of affected populations 
and staff is prioritised when 
organising an NFI distribution 
 
Table 14:  SPHERE Standards for Water Supply (The Sphere Project: Handbook, 
2011)  
No. Standard Indicator 
1 
All people have safe and equitable 
access to a sufficient quantity of water 
for drinking, cooking and personal 
and domestic hygiene. Public water 
points are sufficiently close to 
households to enable use of the 
minimum water requirement. 
Average water use for drinking, cooking 
and personal hygiene in any household 
is at least 15 litres per person per day 
The maximum distance from any 
household to the nearest water point is 
500 metres 
Queueing time at a water source is no 
more than 30 minutes 
2 
Water is palatable and of sufficient 
quality to be drunk and used for 
cooking and personal and domestic 
hygiene without causing risk to health.  
There are no faecal coliforms per 100ml 
of water at the point of delivery and use 
Any household-level water treatment 
options used are effective in improving 
microbiological water quality and are 
accompanied by appropriate training, 
promotion and monitoring 
There is no negative effect on health due 
to short-term use of water contaminated 
by chemicals (including carry-over of 
treatment chemicals) or radiological 
sources, and assessment shows no 
significant probability of such an effects 
All affected people drink water from a 
protected or treated source in preference 
to other readily available water sources 
There is no outbreak of water-borne or 
water-related diseases 
3 
People have adequate facilities to 
collect, store and use sufficient 
quantities of water for drinking, 
cooking and personal hygiene, and to 
Each household has at least two clean 
water collecting containers of 10–20 
litres, one for storage and one for 
transportation 
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ensure that drinking water remains 
safe until it is consumed. 
Water collection and storage containers 
have narrow necks and/or covers for 
buckets or other safe means of storage, 
for safe drawing and handling, and are 
demonstrably used 
There is at least one washing basin per 
100 people and private laundering and 
bathing areas available for women. 
Enough water is made available for 
bathing and laundry 
Regular maintenance of the installed 
systems and facilities is ensured and 
users are involved in this where possible 
 
Table 15:  SPHERE Standards for Excreta Disposal (The Sphere Project: 
Handbook, 2011) 
No. Standard Indicator 
1 The living environment in 
general and specifically the 
habitat, food production areas, 
public centres and surroundings 
of drinking water sources are 
free from human faecal 
contamination. 
The environment in which the affected 
population lives is free from human faeces 
All excreta containment measures, i.e. trench 
latrines, pit latrines and soakaway pits, are at 
least 30 metres away from any groundwater 
source. The bottom of any latrine or soak-
away pit is at least 1.5 metres above the water 
table 
In flood or high water table situations, 
appropriate measures are taken to tackle the 
problem of faecal contamination of 
groundwater sources 
Drainage or spillage from defecation systems 
does not contaminate surface water or shallow 
groundwater sources 
Toilets are used in the most hygienic way 
possible and children’s faeces are disposed of 
immediately and hygienically 
2 People have adequate, 
appropriate and acceptable toilet 
facilities, sufficiently close to 
their dwellings, to allow rapid, 
safe and secure access at all 
Toilets are appropriately designed, built and 
located to meet the following requirements: - 
they can be used safely by all sections of the 
population, including children, older people, 
pregnant women and persons with disabilities 
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times, day and night.  (see guidance note 1) - they are sited in such a 
way as to minimise security threats to users, 
especially women and girls, throughout the 
day and the night (see guidance note 3 and 
Protection Principle 1, guidance notes 1–6 on 
pages 33–34). 
they can be used safely by all sections of the 
population, including children, older people, 
pregnant women and persons with disabilities 
they are sited in such a way as to minimise 
security threats to users, especially women 
and girls, throughout the day and the nigh 
they provide a degree of privacy in line with 
the norms of the users 
they are sufficiently easy to use and keep 
clean and do not present a health hazard to the 
environment. Depending on the context, the 
toilets are appropriately provided with water 
for hand washing and/or for flushing 
they allow for the disposal of women’s 
menstrual hygiene materials and provide 
women with the necessary privacy for 
washing and drying menstrual hygiene 
materials 
they minimise fly and mosquito breeding 
they are provided with mechanisms for 
desludging, transport and appropriate disposal 
in the event that the toilets are sealed or are 
for long-term use and there is a need to empty 
the 
in high water table or flood situations, the pits 
or containers for excreta are made watertight 
in order to minimise contamination of 
groundwater and the environment 
A maximum of 20 people use each toilet 
Separate, internally lockable toilets for women 
and men are available in public places, such as 
markets, distribution centres, health centres, 
schools, etc. 
Toilets are no more than 50 metres from 
dwellings 
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Use of toilets is arranged by household(s) 
and/or segregated by sex 
All the affected population is satisfied with the 
process of consultation and with the toilet 
facilities provided and uses them appropriately 
People wash their hands after using toilets and 
before eating and food preparation 
 
In contrast, the standards in the WASH sector, in the context of long-term 
sustainable development, are much more ambiguous than those that have been 
developed in the relief sector.  Rather, the level of service, in these circumstances, is 
largely a function of the available budget within the implementing organization and their 
methodology.  Nonetheless, some guidance materials have been established and 
organizations often refer to SPHERE standards as minimal levels of accessibility even in 
development contexts. 
In general, the WASH sector is united in striving to meet the related Millennium 
Development Goals.  The MDGs were adopted in the year 2000 and encapsulate 
universally accepted human values and rights by elaborating a set of 8 broad 
development objectives ("United Nations Millennium Development Goals," 2008).  
Bearing in mind that the MDGs expired in 2015, and have since been replaced with the 
Sustainable Development Goals, this research refers to the MDGs as these were the 
goals in place during the research and the common frame for reference for development 
work up until their expiration in 2015. Goal number 7 of the MDGs targets to “ensure 
environmental sustainability” ("United Nations Millennium Development Goals," 2008).  
Within each broad goal, a number of specific targets are also established that act as more 
concrete goals and indicators of progress.  Within MDG goal number 7; target number 3 
is “to halve, by 2015, the proportion of the population without sustainable access to safe 
drinking water and basic sanitation” ("United Nations Millennium Development Goals," 
2008). 
The targets provided by the MDGs, however, are high-level and do not specify 
who should be counted as having access or the level of service that is acceptable in the 
development context.  Clearly, it is desirable that each person should have access to 
sufficient water and adequate sanitation.  However, unlike in the emergency context, the 
number of people per point of service (i.e., water point or latrine), quality of 
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infrastructure, and the distance required to travel in order to gain access to these 
services, remains unspecified. 
With respect to water supply, the World Health Organization (WHO) publishes 
guidelines for drinking water quality, which establishes international norms for water 
quality and human health.  The fourth edition, and most recent version, was published in 
2011 (WHO | Guidelines for drinking-water quality, fourth edition, 2016).  The WHO 
guidelines are universally applicable and not meant to be exclusively applied in a 
development context.  The guidelines are comprehensive, covering all aspects of 
drinking water, including: microbes, chemicals, toxins, radiation, acceptability (taste, 
odor, appearance), viral, protozoan and helmith pathogens, heavy metals, accessibility, 
affordability, reliability, provision, treatment, operation, maintenance, monitoring and 
quality control (WHO | Guidelines for drinking-water quality, fourth edition, 2016).  
They represent an ideal scenario, and while development organizations aim to provide 
the best level of service possible, they are often unable to conform to the ideal scenario 
that is outlined. 
In the development context, there are no widely accepted standards for optimal 
levels of access.  Gleick (1996) undertook a study that examined the quantity of water 
required to satisfy basic human needs and promote adequate levels of health.  Based on 
his study, Gleick (1996) recommended the adoption of an international basic water 
requirement standard of 50 liters per capita per day (lcp) in order to satisfy basic 
domestic needs.  In 2003, the World Health Organization published its first guidance 
document on the quantity of domestic water required for the promotion of good health.  
The WHO report failed to stipulate a single, minimum, numeric quantity of water to be 
considered adequate to promote health.  However, it specified that the level of health 
concern becomes low only at the intermediate access service level, which it defines to be 
access within 100 m or 5 minutes of the dwelling (Howard and Bartram 2003).  
Empirical results have shown that, on average, 50 lcd of water is collected at this service 
level (Howard & Bartram 2003).  This value is consistent with Gleick’s (1996) results, 
and is thus the closest the sector has come to developing a standard for water 
accessibility under non-emergency, peaceful conditions.   
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 Implementation Approach in Emergency Assistance - WASH 
The Engineering in Emergencies (2002) manual discusses the various phases of an 
intervention in response to an emergency.   The manual acknowledges that some 
elements of an intervention will vary including; planning, personnel and methods used.  
Nonetheless, despite this, it states that a similar approach is appropriate in each case.  
The generic approach articulated involves the following steps (Davis & Lambert, 2002): 
x Assessment – determination needs and establish priorities 
x Resource identification – determine which resources are required to meet the 
needs identifies (i.e. staff, time, funds, materials, equipments, skills…) 
x Planning – development of project plan 
x Implementation – begin implementation as soon as possible.  Adopt a stages 
approach, whereby the minimum level of service is provided initially and can be 
upgraded later. 
x Monitoring and reporting – set up an effective reporting system, monitor 
progress, using appropriate indicators and evaluate impact. 
In discussion of the first phase, that of assessment, the Manual states that 
assessment must take into account of the right of individuals to minimum standards of 
assistance (Davis & Lambert, 2002). As we have seen, these minimum standards are 
elaborated and articulated in the SPHERE handbook.  Specifically, SPHERE describes 
the minimum standards as the minimum level that must be attained in the provision of 
water and sanitation responses (SPHERE, 2008).  As we can see, the language used in 
the discourse and guidance surrounding engineering in emergencies is that of provision 
and requirement to meet a minimum level of service. 
Because of the public health risks, a timely response in emergencies is 
considered essential.  The urgency of responding quickly necessitates a top-down 
approach, consistent with rapid provision of essential services.  Engineering in 
Emergencies states that the intervention can be implemented in stages.  Priority should 
be given to providing the minimum level of service required for sustaining minimum 
levels of health.  Once this has been achieved, the level of service can be upgraded later 
(Davis & Lambert, 2002). 
Both the SPHERE handbook and Engineering in Emergencies discuss the 
necessity of engaging communities, and using participatory methods to the degree 
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possible (Humanitarian Charter and Minimum Standards in Disaster Response, 2004; 
Davis and Lambert, 2002).  In terms of the management of facilities, SPHERE states 
that it is good practice to establish water and sanitation committees to manage 
communal facilities (Humanitarian Charter and Minimum Standards in Disaster 
Response, 2004).  The Engineering and Emergencies book contains a section on relief 
and development (Davis & Lambert, 2002).  It takes the perspective that relief and 
development should be linked, and states that humanitarian relief programs should both 
plan for immediate relief as well as promote long-term sustainable development.  The 
book goes further to recommend that approaches used in the immediate and early stages 
of an emergency be revisited after the acute emergency has passed and revised as 
appropriate (Davis & Lambert, 2002). 
 While guidance materials recommend that humanitarian relief interventions be 
implemented in a manner that lays the foundation for, and promotes longer-term 
sustainable development, the urgency to abate immediate and acute infrastructure 
shortages that directly pose public health threats takes priority in practice.   This is noted 
in the Manual as approaches to provide adequate clean water may include water 
trucking, which is clearly a short-term unsustainable solution.  Similarly, in an effort to 
respond quickly, relief approaches often pay for local labor to construct and install the 
required infrastructure. 
 Implementation Approach in Development - WASH 
Water, sanitation and hygiene (WASH) interventions generally encompass two broad 
components, often referred to as 1 – hardware, and 2 – software components.  Hardware 
components refer to technical elements, including construction.  The second component, 
the software component, typically refers to the human and social capital aspects of 
WASH interventions, as well as institution building components.  For example, hygiene 
promotion is almost a universal aspect of WASH programming and is considered a 
software component, as by its nature, it is building human capital by increasing 
knowledge and striving for positive behavior change. 
Both existing literature and discourse amongst practitioners regarding 
implementation of WASH interventions in the context of long-term development, 
focuses on the long-term sustainability of results and impacts. In the water supply and 
sanitation sector (WSS), most definitions of sustainability encompass the continuation of 
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an acceptable level of service, which is used effectively and continuously by the 
beneficiary population, and a continuation of associated benefits that extend well beyond 
the project implementation (DAC, 1997; Katz, Sara, & Water, 1997; Mukherjee, 1999).  
The objective of sustainability is strong driver of implementation approaches used in 
WASH interventions, and development approaches to implementation typically include 
the following elements: selection and use of appropriate technology, participatory 
design, and community-based operation, maintenance and financing of systems. 
For water supply interventions, in particular, the selection of an appropriate 
technology is a fundamental component of sustainability. A technology may be 
considered appropriate in terms of its performance, simplicity, and cost (Cairncross & 
Feachem, 1993; Shaw & Smout, 1999; Wicklein, 1998).  There are many technical 
guidance materials available aimed at assisting practitioners to choose and design the 
most suitable water-supply technology for the local context.  The appropriateness of any 
given technology is a largely a function of site geography, but other factors such as the 
cultural perception also play a role. 
WASH programs also emphasize the transfer of ownership of technological 
systems to the community, as community ownership is assumed to play a key role in 
motivating sustainable operation and maintenance of the systems (USAID, 2014).  As 
part of this process, capacity-building plays a key role and training is offered on system 
operation, maintenance and repair.  In addition, considerable attention is also paid to 
institution building.  The standard practice is to establish WASH, or Water Committees, 
responsible for the oversight of systems, and who are accountable to the community.  
Finally, it is recognized that there are ongoing costs associated with operation, 
maintenance and repair of even small-scale systems.  Community contributions are 
typically considered an essential component for sustainability in order to finance these 
costs as they occur (UNW-DPAC, n.d.).  As a result, as part of the formation of WASH 
committees, attention is paid to the development of a system of community 
contributions, with additional training provided to committees on accounting and 
financial management. 
In terms of sanitation, the most common approach currently being implemented 
worldwide is the Community-Led Total Sanitation (CLTS) approach.  The CLTS 
approach emerged in 1999 in Bangladesh in response to previous failures to eliminate 
open defecation.  The approach identifies collective decision making as the key driver in 
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achieving open defecation free communities (Kar & Chambers, 2008).  Past approaches 
to sanitation provided subsidies of construction materials and/or labor; these are 
eliminated in the CLTS approach.  As a result, the CLTS empowers community 
members to construct individual household latrines using local and readily available 
materials and their own voluntary labor (Kar & Pasteur, 2005).  
Kar and Chambers (2008) outline the following sequence of steps in CLTS:  
1. Pre-triggering in which a community is selected and 
current work is underway to try and identify favourable and unfavourable conditi
ons for CLTS triggering (Bongartz, 2008) 
2. Triggering, in which community appraisal and analysis of defecation behaviours 
are facilitated. 
3. Post-triggering where essential follow-up and support is provided to 
communities that have responded to the triggering phase by planning actions to 
tackle OD. 
4. Scaling-up.  This step has several aspects to it, one is the scaling up of CLTS 
regionally or nationally, with intent or action to mobilise increasing numbers of 
communities with CLTS, and also potentially adoption by differing organizations 
(NGOs, multilaterals, etc.).  A second aspect of scaling-up is in a much more 
local sense, with lateral spread of CLTS between communities – with local 
“Natural Leaders” (Kar & Chambers, 2008, p.73). 
Hygiene promotion is considered essential within all WASH programming.  
WaterAid (2013) explains that hygiene promotion approaches generally be categorized 
as either participatory, community-based approaches, or markets approaches.   
The CLTS approach to sanitation, as described above, can be considered as a 
participatory community based approach to sanitation, as it seeks to motivate behaviour 
change through participatory methods aimed at causing disgust and embarrassment 
around baseline hygiene and sanitation behaviours.  Aside from CLTS, the most 
common other participatory, community-based approaches include Participatory 
Hygiene and Sanitation Transformation (PHAST) and Child-to-Child (CtC) approaches.  
The PHAST methodology is a seven step process for community planning for the 
prevention of diarrheal diseases, with multiple activities outlined under each step (WHO 
1998).  CtC approaches to hygiene promotion are often used in a school setting, and 
sometimes through hygiene clubs in the community.  It is based on the recognition of the 
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strength of peer-to-peer education, as well as the role that children play in society, often 
caring for younger siblings, collecting water, cleaning and undertaking other household 
chores (GIZ & UNICEF, 2013).   
 Social marketing approaches to hygiene promotion use popular media, such as 
radio, posters, or billboards to promote key messages.  The objective of this technique is 
to broadly raise awareness and build demand for behaviour change.  A variety of 
materials, such as Behaviour Change Communication (BCC) materials and Information, 
Education and Communication (IEC) materials have been developed to assist this 
process.  In addition, guidance documents exist to aid in the development of suitable 
BCC and/or IEC materials for the local context. 
 Theoretical Framework for Classifying WASH Field 
Interventions  
 The standards, targets and implementation approach to relief and development 
interventions have been summarized in the preceding sections.  The comparison between 
approaches forms the basis for the development of a theoretical framework, which 
compares and contrasts the programmatic approach for each of relief and development 
interventions.  The emergent theoretical framework is summarized in the table below: 
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Table 16: Theoretical Framework for Classifying WASH Field Activities as Relief 
or Development 
Characteristic Relief Development 
Primary 
programmatic 
objective 
Meet immediate basic needs 
Sustainable improvement in 
WASH coverage and 
behaviours 
Timeframe outlook Short to medium term Long term 
Requirement for 
infrastructure outputs High output, quickly 
Slower outputs acceptable to 
accommodate and incorporate 
other community based inputs 
that contribute to 
sustainability 
Ultimate 
responsibility for 
maintenance and 
repair 
Programming agency Community 
Community 
participation in 
project planning, 
including 
infrastructure 
planning 
Incorporated to the extent 
possible; often minimal Major focus 
Technology 
Focus on meeting 
immediate need.  
Appropriate technology 
selected whenever possible, 
permanent infrastructure 
when appropriate and 
possible.  However, if 
needed, technology selected 
may be transient and/or 
short term (i.e. water 
trucking) 
Appropriate technology, 
improved water and 
sanitation facilities.  
Technology meant to be 
permanent. 
Access standards Specific international standards - SPHERE 
Suggestions and guidance 
exist, no specific international 
standards accepted 
throughout sector, may have 
national standards in 
respective countries  
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Quality standards Specific international standards - SPHERE 
Specific international 
standards - WHO 
Work through 
partnerships and/or 
community based 
organization 
When possible without 
comprising the ability to 
deliver results quickly 
Important component of 
programming as considered 
an important element of 
sustainability 
Contribution of 
unskilled labour Often paid or food for work 
Voluntary, community-based 
contribution 
Programmatic focus 
on community based 
supply chain 
management for 
maintenance and 
repair of 
infrastructure 
Minimal Significant 
Financial 
contributions 
Implementing agency 
covers virtually all costs 
Community members 
expected to contribute in 
some capacity 
Training 
Incorporated into 
programming; not primary 
focus - usually focuses on 
maintenance and repair of 
technology 
Proportionally greater amount 
of time and effort spent on 
this element, including 
broader coverage of topics, 
such as management of 
WASH committees 
Hygiene Promotion Incorporated.  Often top down 
Incorporated to a greater 
extent than in relief 
programming.  Greater 
attempt to use community 
based resources for peer to 
peer education 
Institution building 
of community based 
organizations 
Minimal Strong focus 
 
Current and past programming within the WASH sector in Sierra Leone will be 
examined in the next chapter.  Participants’ perspectives will be analyzed in order to 
gain an understanding of how the terms ‘relief’, ‘development’ and ‘transition’ are 
understood amongst aid practitioners.  This theoretical framework will be applied in that 
context to assist with the analysis.  The next section in this chapter undertakes a similar 
examination of different approaches in the health sector. 
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4.3. Health 
This section will review the literature on approaches to relief and development 
assistance in the health sector. These approaches will be compared and contrasted in 
order to develop a theoretical framework that can be used for classifying ground 
interventions.  Empirical results on health programming, and emerging perspectives on 
relied, development and transition assistance from this case study will be explored in 
detail in Chapter 6. 
 Relief and Development Assistance in the Health Sector 
In Chapter 1, we looked at both the economic and social costs of war.  One of the key 
areas that was reviewed concerned the impact of conflict on health.  As discussed, aside 
from the most obvious increase in death and disability due to combat, war alters a host 
of other conditions that have negative consequences for health.  For example, increased 
migration often results in crowded, temporary living conditions where clean water may 
be limited and sanitation and hygiene sub-par.  In addition, the health system also tends 
to function at reduced levels during conflict, precisely when there are increased demands 
on the system (WHO | Guidelines for drinking-water quality, fourth edition, 2016).  
Food insecurity increases thus also causing an increase in malnutrition, which generally 
leaves people more vulnerable and susceptible to illness.  Relief assistance in the health 
sector focuses on “ensuring that immediate problems and short term needs are met” 
("WHO | Objectives, key functions and principles," 2012).  From a development 
perspective, improving health outcomes is an objective in itself.  Not only does 
improved health contribute to improved well-being and a better quality of life, when it is 
a critical goal in itself, but it is also a necessary condition to improve human capital and 
thus increase productivity and income. 
 Relief Standards and Development Objectives in the Health 
Sector 
The SPHERE handbook dedicates a full chapter to health in emergencies.  The 
chapter is divided into two main sections with the first one focusing on health systems 
and the second component related to essential health services.  SPHERE adopts the 
World Health Organizations (WHO) definition of health systems, as follows: “all the 
organizations, institutions and resources that are devoted to producing health actions” 
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(The Sphere Project: Handbook, 2001, p. 303), and structures the corresponding 
standards in accordance with the WHO health system framework, incorporating the 
following six components: leadership, human resources, drugs and medical supplies, 
health financing, health information management and service delivery.  The second 
section of the SPHERE chapter on health focuses on essential health services, and 
categorizes standards, indicators and guidance under six categories: control of 
communicable diseases; child health; sexual and reproductive health; injury; mental 
health; and non-communicable diseases. 
The standards and corresponding indicators related to health systems are 
summarized in the following table. 
Table 17: SPHERE Standards for Health Systems (The Sphere Project: Handbook, 
2011) 
Standard Indicators 
People have equal access to 
effective, safe and quality health 
services that are standardised and 
follow accepted protocols and 
guidelines 
There are an adequate number of health facilities 
to meet the essential health needs of all the 
disaster-affected population: 
-- one basic health unit/10,000 population (basic 
health units are primary healthcare facilities 
where general health services are offered) 
-- one health centre/50,000 people 
-- one district or rural hospital/250,000 people 
-- >10 inpatient and maternity beds/10,000 people 
Utilisation rates at health facilities are 2–4 new 
consultations/person/year among the disaster-
affected population and >1 new 
consultations/person/year among rural and 
dispersed populations 
Health services are provided by 
trained and competent health 
workforces who have an adequate 
mix of knowledge and skills to 
meet the health needs of the 
population. 
There are at least 22 qualified health workers 
(medical doctors, nurses and midwifes)/10,000 
population 
-- at least one medical doctor/50,000 population 
-- at least one qualified nurse/10,000 population 
-- at least one midwife/10,000 population. 
There is at least one Community Health Worker 
(CHW)/1,000 population, one supervisor/10 home 
visitors and one senior supervisor. 
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Clinicians are not required to consult more than 
50 patients a day consistently.  If this threshold is 
regularly exceeded, additional clinical staff are 
recruited. 
People have access to a consistent 
supply of essential medicines and 
consumables 
No health facility is out of stock of selected 
essential medicines and tracer products for more 
than one week. 
People have access to free primary 
healthcare services for the duration 
of the disaster. 
Primary healthcare services are provided to the 
disaster-affected population free of charge at all 
government and non-governmental organisation 
facilities for the duration of the disaster response. 
The design and delivery of health 
services are guided by the 
collection, analysis, interpretation 
and utilisation of relevant public 
health data. 
All health facilities and agencies regularly provide 
a HIS report within 48 hours of the end of the 
reporting period to the lead agency. 
All health facilities and agencies report cases of 
epidemic-prone diseases within 24 hours of onset 
of illness 
The lead agency produces a regular overall health 
information report, including analysis and 
interpretation of epidemiological data, as well as a 
report on the coverage and utilisation of the health 
services. 
People have access to health 
services that are coordinated 
across agencies and sectors to 
achieve maximum impact. 
The lead agency has developed a health sector 
response strategy document to prioritise 
interventions and define the role of the lead and 
partner agencies at the onset of emergency 
response. 
 
The standards and corresponding indicators related to essential health services 
are summarized in the following table. 
Table 18:SPHERE Standards for Essential Health Services (The Sphere Project: 
Handbook) 
Standard Indicators 
Prioritizing Health Services 
People have access to health services 
that are prioritised to address the main 
causes of excess mortality and 
morbidity. 
The crude mortality rate (CMR) is 
maintained at, or reduced to, less than double 
the baseline rate documented for the 
population prior to the disaster. 
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The under-5 mortality rate (U5MR) is 
maintained at, or reduced to, less than double 
the baseline rate documented for the 
population prior to the disaster. 
Control of Communicable Diseases 
People have access to information and 
services that are designed to prevent 
the communicable diseases that 
contribute most significantly to excess 
morbidity and mortality. 
Incidence of major communicable diseases 
relevant to the context are stable (not 
increasing). 
People have access to effective 
diagnosis and treatment for those 
infectious diseases that contribute most 
significantly to preventable excess 
morbidity and mortality. 
Standardised case management protocols for 
the diagnosis and treatment of common 
infectious diseases are readily available and 
consistently used. 
Outbreaks are prepared for, detected, 
investigated and controlled in a timely 
and effective manner. 
A written outbreak investigation and response 
plan is available or developed at the 
beginning of disaster response. 
Health agencies report suspected outbreaks to 
the next appropriate level within the health 
system within 24 hours of detection. 
The lead health agency initiates investigation 
of reported cases of epidemicprone diseases 
within 48 hours of notification. 
Case fatality rates (CFRs) are maintained 
below acceptable levels: 
-- cholera – 1 per cent or lower 
-- Shigella dysentery – 1 per cent or lower 
-- typhoid – 1 per cent or lower 
-- meningococcal meningitis – varies, 5–15 
per cent 
-- malaria – varies, aim for <5 per cent in 
severely ill malaria patients 
-- measles – varies, 2–21 per cent reported in 
conflict-affected settings, aim 
for <5 per cent. 
Child Health 
Children aged 6 months to 15 years 
have immunity against measles and 
Upon completion of measles vaccination 
campaign: 
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access to routine Expanded Programme 
on Immunization (EPI) services once 
the situation is stabilised. 
-- at least 95 per cent of children aged 6 
months to 15 years have received 
measles vaccination 
-- at least 95 per cent of children aged 6–59 
months have received an appropriate 
dose of Vitamin A. 
Once routine EPI services have been re-
established, at least 90 per cent of children 
aged 12 months have had three doses of DPT 
(diphtheria, pertussis and tetanus), which is 
the proxy indicator for fully immunised 
children. 
Children have access to priority health 
services that are designed to address 
the major causes of newborn and 
childhood morbidity and mortality. 
All children under 5 years old presenting with 
malaria have received effective antimalarial 
treatment within 24 hours of onset of their 
symptoms. 
All children under 5 years of age presenting 
with diarrhoea have received both oral 
rehydration salts (ORS) and zinc 
supplementation. 
All children under 5 years of age presenting 
with pneumonia have received appropriate 
antibiotics. 
Sexual and Reproductive Health Standard 
People have access to the priority 
reproductive health services of the 
Minimum Initial Service Package 
(MISP) at the onset of an emergency 
and comprehensive RH as the situation 
stabilises. 
All health facilities have trained staff, 
sufficient supplies and equipment for clinical 
management of rape survivor services based 
on national or WHO protocols. 
All pregnant women in their third trimester 
have received clean delivery kits. 
There are at least four health facilities with 
Basic Emergency Obstetric Care (BEmOC) 
and newborn care/ 500,000 population. 
There is at least one health facility with 
Comprehensive Emergency Obstetric Care 
(CEmOC) and newborn care/ 500,000 
population. 
The proportion of deliveries by caesarean 
section is not less than 5 per cent or more 
than 15 per cent. 
People have access to the minimum set 
of HIV prevention, treatment, care and 
People most at risk of exposure to HIV are 
targeted with a HIV prevention programme. 
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support services during disasters. Pregnant women known to be HIV positive 
have received ARV drugs for PMTCT. 
100 per cent of transfused blood is screened 
for transfusion-transmissible infections 
including HIV. 
Individuals potentially exposed to HIV 
(occupational exposure in healthcare settings 
and non-occupational exposure) have 
received PEP within 72 hours of an incident. 
All primary healthcare facilities have 
antimicrobials to provide syndromic 
management to patients presenting with 
symptoms of an STI. 
Injury 
People have access to effective injury 
care during disasters to prevent 
avoidable morbidity, mortality and 
disability. 
All health facilities have trained staff and 
systems for the management of multiple 
casualties. 
Mental Health 
People have access to health services 
that prevent or reduce mental health 
problems and associated impaired 
functioning. 
All health facilities have trained staff and 
systems for the management of mental health 
problems. 
Non Communicable Diseases 
People have access to essential 
therapies to reduce morbidity and 
mortality due to acute complications or 
exacerbation of their chronic health 
condition. 
All primary healthcare facilities have clear 
standard operating procedures for referrals of 
patients with NCDs to secondary and tertiary 
care facilities. 
All primary healthcare facilities have 
adequate medication for continuation of 
treatment to individuals with NCDs who 
were receiving treatment before the 
emergency. 
 
 In contrast, in the development context for the health sector, there are no 
internationally agreed set of standards to guide health interventions with the same 
specificity as for emergency response.  Rather, national strategies and policies tend to set 
development goals.  These may also be elaborated in funding documents such as Poverty 
Reduction Strategy Papers (PRSPs).  In terms of international goals in the health sector, 
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it is worth noting the Alma-Ata Declaration, as well as the MDGs for health 
("Declaration of Alma-Ata," 1978). 
Alma-Ata Declaration 
The Alma-Ata Declaration was the first international attempt to put a universal policy 
framework around health systems.  It called for systems that provide universal access, 
equity, participation, and inter-sectoral action ("Declaration of Alma-Ata," 1978).  It 
promoted a comprehensive approach to building health systems, in a participatory 
manner, through primary health care.  Primary health care was considered to include 
both primary medical care, as well as activities aimed at tackling determinants of ill 
health (Gillam, 2008).  As Gillam notes, the Alma Ata Declaration helped entrench the 
idea of health as a human right, and still remains relevant today, more than 30 years later 
(Gillam, 2008). 
The Alma-Ata Declaration focuses on Primary Health Care Systems (PHC’s).  
Gillam (2008, p. 537) lists the essential components of PHCs, as outlined in the 
Declaration, as follows: 
x Well trained workforce 
x Properly equipped premises 
x Appropriate technology 
x Institutionalized systems of Quality Assurance 
x Sound management and governance systems 
x Sustainable funding systems aiming at universal coverage 
x Community participation in planning and evaluation 
x Collaboration across sectors 
x Continuity of care 
x Equitable distribution of resources 
Millennium Development Goals 
The MDGs for health have been of key importance in providing strategic direction to 
many development assistance programs in the health sector.  Three of the eight 
Millennium Development Goals directly pertained to global health.   These goals, and 
their corresponding targets are summarized in the table below: 
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Table 19 MDGs for Health 
No. Millennium Development Goals (MDG) Targets 
4 reduce Child Mortality 
Reduce by two thirds, between 1990 and 
2015, the under-five mortality rate 
5 Improve Maternal Health 
5A Reduce by three quarters, between 1990 
and 2015, the maternal mortality ratio 
5B Achieve, by 2015, universal access to 
reproductive health 
6 
Combat HIV/AIDS, Malaria 
and Other Diseases 
6A Have halted by 2015 and begun to 
reverse the spread of HIV/AIDS 
6B Achieve, by 2010, universal access to 
treatment for HIV/AIDS for all those who 
need it 
6C Have halted by 2015 and begun to 
reverse the incidence of malaria and other 
major diseases 
(Source: "Millenium Development Goals and Beyond, n.d.") 
 
The Government of Sierra Leone added further specificity around these global 
goals and targets but developing country-specific targets, and thus adopting these goals 
as part of their national development plan.  Country-specific targets relating to these 
three goals are shown in the table below: 
Table 20 Health MDGs for Sierra Leone 
MDG Targets Sierra Leone national targets 
4. Reduce Child Mortality 
Reduce by two thirds, between 1990 and 
2015, the under-five mortality rate 
Reduction from 244 to 80/ 1000 
Live Births 
Reduction from 163 to 55/ 1000 
Live Births 
5. Improve Maternal Health 
5A Reduce by three quarters, between 1990 
and 2015, the maternal mortality ratio 
Reduction from 1,800 to 450 / 
100,000 Live Births) 
Target increase from 25% to 
80% 
5B Achieve, by 2015, universal access to 
reproductive health 
N/A 
6. Combat HIV/AIDS, Malaria and Other Diseases 
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6A Have halted by 2015 and begun to reverse 
the spread of HIV/AIDS 
N/A 
6B Achieve, by 2010, universal access to 
treatment for HIV/AIDS for all those who 
need it 
6C Have halted by 2015 and begun to reverse 
the incidence of malaria and other major 
diseases 
(Source: "Millenium Development Goals and Beyond, n.d.") 
 
 Implementation Approach to Relief Assistance in the Health 
Sector 
The SPHERE project provides both Key Actions and Guidance on how programs should 
be implemented appropriately in order to meet the minimum standards.  It is worth 
highlighting that the very first Key Action listed in the Health Chapter is as follows: 
“Provide health services at the appropriate level of the health system. Levels include 
household and community, clinic or health post, health centre and hospital” (The Sphere 
Project: Handbook, 2011, p. 296).  The SPHERE project is primarily targeting aid 
organizations and staff working in the field in the context of emergencies.  As a result, it 
is worth noting that this sentence clearly gives direction to the aid organization to 
directly provide health services in emergencies. 
 In terms of health provision, the SPHERE standards set the objectives of 
maintaining or reducing the crude mortality rate to less than double the baseline rate, and 
maintaining or reducing the mortality rate for children under five years of age to less 
than double the baseline rate.  These are established as established as the first two 
indicators listed in the table above.  In addition, the SPHERE projects sets out baseline 
rates, by region, for each of these indicators (The Sphere Project: Handbook, 2011). 
 The SPHERE project also mandates free access to healthcare services during 
emergencies.  Again, one of the Key Actions is listed as: “Identify and mobilise 
financial resources for providing free health services at the point of delivery to the 
affected population for the duration of the disaster” (The Sphere Project: Handbook, 
2011, p. 304).  The guidance notes continue to state that if free access to health care is 
not possible, the provision of cash and/or vouchers to the affected population can be 
considered as enabling access to health services. 
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 The book titled Refugee Health: An approach to emergency situations (1997) 
further specifies that the four most frequent communicable diseases during an 
emergency are: measles, diarrheal diseases, acute respiratory infections and malaria (p. 
41).  The SPHERE project suggests development and updating an essential medicines 
list.  The medications on that list should be continuously stocked and readily available 
during an emergency.  The essential medicines list would typically consist of treatments 
for these diseases, including oral rehydration salts (ORS) for the treatment of diarrhea, 
antibiotics, and malaria treatment.  In addition, measles vaccination is also listed as a 
Key Action within the SPHERE standards (The Sphere Project: Handbook, 2011). 
Guidance provided in the SPHERE project advocates working through existing 
structures to the extent possible.  In fact, the Key Actions again outline that 
representatives from the Ministry of Health should lead sector coordination if possible, 
and otherwise remain closely involved.  The WHO advocates a Primary Health Care 
Approach in Emergency whenever possible (Primary Health Care (PHC) 
Approach in Emergencies, n.d.).  In this approach, partnerships are established between 
government, NGOs and the private sector to deliver on health objectives.  The Primary 
Health Care Approach in Emergencies report states that there are four components 
involved in this approach, as follows: “(a) universal coverage/equity; (b) community 
participation; (c) intersectoral collaboration; and (d) use of appropriate technology” 
(Primary Health Care (PHC)Approach in Emergencies, p. 11, n.d.).  The PHC approach 
is aligned with the SPHERE standards for health in emergencies, and the WHO 
advocates for its adoption whenever possible (Primary Health Care (PHC) Approach in 
Emergencies). 
Furthermore, the SPHERE guidance materials states, that to the extent possible, 
alternative and parallel health services, including mobile clinics and field hospitals 
should be avoided (The Sphere Project: Handbook, 2011).  The ICRC  (2006) has 
developed a guidance document of the use of mobile health units (MHU) in 
emergencies, and their policy is in line with the guidance expressed within the SPHERE 
project.  Specifically, they state: “MHU strategy must remain an exceptional strategy, to 
be used only as a last resort with the aim of providing health services to population 
groups which have no access to a health-care system” (ICRC, 2006, p. 15).  They further 
clarify that MHUs may be used as a short term strategy, only until access is restored to 
fixed facilities .  Practically, however, in situations of armed conflict and/or internal 
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violence, authorities often lack the capacity to meet health needs within their countries, 
and as a result, MHUs are a strategy that are employed not infrequently.  In fact, in the 
context of our case study, MHUs were used as part of the relief effort (Field interviews). 
 Finally, it is important to note that direct health service interventions must be 
implemented as part of a broader holistic and inter-sectoral approach to address public 
health in emergencies (WHO | Guidelines for drinking-water quality, fourth edition, 
2016).  The Public Health in Emergencies Guide (The Johns Hopkins and Red 
Cross/Red Crescent Public Health Guide for Emergencies, 2008) notes that deaths due 
to pregnancy and childbirth, malaria, diarrheal diseases and pneumonia with TB, as well 
as HIV/AIDS, are the leading causes of increased mortality in complex emergencies 
  As a result, these public health challenges are best addressed through complimentary 
programs, such as:  WASH, reproductive health, food aid/food security, and shelter (The 
Johns Hopkins and Red Cross/Red Crescent Public Health Guide for Emergencies, 
2008).  Two of these programs, WASH and Food Security, are also being addressed in 
this chapter and in the remainder of the thesis.  However, they are separated out from 
health services specifically, as they are contained as separate chapters within the 
SPHERE project. 
 Implementation Approach to Development Assistance in the 
Health Sector 
Development assistance in the health sector has grown substantially over the last 25 
years. Ravishankar et. al. (2009) find that financial resources in the health sector 
quadrupled between 1990 and 2007.  Horowitz and Lawlor (2008) explain that health 
interventions have largely followed two paths, the first targeting health services and the 
second addressing community development aspects of health.  Development assistance 
in the field of health is very broad and encompasses many possible approaches, such as 
primary health care approach, social determinants of health, rights based approaches, 
sector wide approach, ecohealth, and health promotion.  The nuances and details of each 
of these approaches are beyond the scope of this thesis.  Nonetheless, this section will 
broadly review the most prevalent types of assistance provided in the health sector, and 
will divide this overview as either Health Systems or Community Development.  Many 
of the specific approaches listed above can be classified into one of these two categories. 
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Health Systems 
Accorsi et. al. (2010) noted that many countries were not on track to meet the health 
goals and found that there was a growing consensus that inadequate health systems 
posed the primary bottleneck to achieving the MDGs in low income countries.  They 
further note that the primary shortfall found with health systems were regarding the 
health workforce, lack of donor coordination, inadequate resource mobilization and 
weak information systems (Accorsi et al., 2010). 
In 2007, the WHO published a Framework for Action, which specifically 
addresses the need to improve the performance of health systems ("Strengthening Health 
Systems to Improve Health Outcomes," 2007).  The WHO notes that it would be 
impossible to achieve national and international health goals without more effective and 
increased investment in health systems and services ("Strengthening Health Systems to 
Improve Health Outcomes," 2007).  The WHO defines health systems as: “A health 
system consists of all organizations, people and actions whose primary intent is to 
promote, restore or maintain health” ("Strengthening Health Systems to Improve Health 
Outcomes," 2007, p. 2)  
The 2007 Framework builds upon health system goals that were identified in the 
World Health Report, published in 2000.  While the Framework for Action notes that 
health systems are highly context specific and no single set of best practices can be put 
forward as a model, it also notes that well-functioning health systems share several 
characteristics ("Strengthening Health Systems to Improve Health Outcomes," 2007).  
The Framework is therefore built on this premise and identifies six inputs, termed 
building blocks, which if improved, would lead to an improvement in the four health 
systems goals established in the World Health Report ("Strengthening Health Systems to 
Improve Health Outcomes," 2007). 
The six system building blocks that are established in the Framework are: 1 – 
service delivery, 2 – health workforce, 3- information, 4 – medical products, vaccines 
and technology, 5 – financing, and 6 – leadership/governance ("Strengthening Health 
Systems to Improve Health Outcomes," 2007, p. 3).  The table below outlines the 
definition of each of these elements. 
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Table 21: WHO Building Block in Framework for Action  
No. Building Block WHO Definition 
1 Service delivery 
Good health services are those which deliver effective, safe, 
personal and non-personal health interventions to those that 
need them, when and where needed, with minimum waste of 
resources. 
2 
Health 
workforce 
A well-performing health workforce is one that works in ways 
that are responsive, fair and efficient to achieve the best 
health outcomes possible, given available resources and 
circumstances (i.e. sufficient staff, fairly distributed; they are 
competent, responsive and productive) 
3 Information 
A well-functioning health information system is one that 
ensures the production, analysis, dissemination and use of 
reliable and timely information on health determinants, health 
systems performance and health status. 
4 
Medical 
products, 
vaccines and 
technology 
A well-functioning health system ensures equitable access to 
essential medical products, vaccines and technologies of 
assured quality, safety, efficacy and cost-effectiveness, and 
their scientifically sound and cost-effective use. 
5 Financing 
A good health financing system raises adequate funds for 
health, in ways that ensure people can use needed services, 
and are protected from financial catastrophe or 
impoverishment associated with having to pay for them.  It 
provides incentives for providers and users to be efficient. 
6 
Leadership/ 
Governance 
Leadership and governance involves ensuring strategic policy 
frameworks exist and are combined with effective oversight, 
coalition-building, regulation, attention to system-design and 
accountability. 
(Source: "Strengthening Health Systems to Improve Health Outcomes," 2007, p. VI) 
The four outcomes or goals, as established both by the Framework and by the 
World Health Report (2000) are 1 – improved health, both level and equity, 2 – 
responsiveness, 3 – social and financial risk protection, and 4 – improved efficiency 
("Strengthening Health Systems to Improve Health Outcomes," 2007). 
Finally, the Framework conceptualizes that improvements on the four goals 
would be obtained by investments in the six building blocks and through two 
intermediate goals of: 1- access and coverage, 2 – quality and safety. Arah et. al. (2003) 
note that health systems aim to fulfill a large range of health-related objectives, and that 
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performance measurement, using reliable indicators and data collection methods, is 
fundamental to tracking progress and making evidence-based changes in the system.  
As we can see from this framework, development assistance aimed at health 
system strengthening is very broad and can include a large range of activities and 
initiatives. Travis et. al. (2004) note that there are typically some major barriers to health 
system strengthening as a whole, including: human resources, financing, drugs and 
supply systems, and the generation and use of information.  As a result, critics of the 
approach argue that it is necessary to focus on a limited number of cost-effective 
interventions, through primary health care, in order to achieve measurable impacts. 
Travis et. al. (2004)  reiterate this in stating: “The primary advantage of taking an 
intervention specific approach to strengthening of health systems is that it can help 
maintain focus by targeting a ‘manageable chunk’ of the system rather than taking on 
the whole. Targeting particular health-system constraints to the achievement of health 
goals may also deliver quicker returns than longer-term, broader, system-based 
interventions” (p. 902). 
The scope of possible development assistance programs aimed at strengthening 
health systems, or a subcomponent, is too large to detail within this thesis.  Rather, it is 
simply noted that development assistance in this domain may include interventions as 
diverse as policy development or reform, legislation and/or regulation development or 
modification, economic reform, supply chain development or strengthening, 
development and maintenance of data and information systems, training, and reforms to 
service delivery mechanisms.  Prior to concluding this section, we will turn our attention 
to a brief discussion of service delivery, as this is a central component to any country 
assistance strategy (Girishankar, 1998). 
Strengthening primary care has become a cornerstone of strengthening health 
systems in low and middle income countries, in order to expand coverage and equality 
of access to both preventative and curative services (Kruk & Freedman, 2008).  Indeed, 
Macinko et. al. (2009) undertakes a comprehensive review of the primary health care 
(PHC) literature and finds evidence that countries that have strong focus on primary 
health care had greater equitability and improved health outcomes compared to systems 
with greater emphasis on specialty care. 
Kruk et. al. (2008) note that strengthening primary care tends to focus on the 
following 3 objectives: effectiveness, equity and efficiency.  Interventions aimed at 
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strengthening effectiveness would aim to improve coverage and utilization rates, the 
quality of care, adherence to treatment, health outcomes, and patient satisfaction, 
accountability and community participation.  Interventions aimed at strengthening equity 
would aim to increase access to vulnerable groups, equity of health outcomes, establish 
fair financial contributions, and provide protection for catastrophic health spending. 
Finally, interventions aimed at increasing efficiency would focus largely on cost 
effectiveness (Kruk & Freedman, 2008). 
Community Development Approach to Health 
“Community development is characterized by: a focus on empowerment and 
participation of marginalized groups in decision-making that impacts their lives and 
communities, a collective rather than individual approach to tackling problems, a social 
analysis and understanding of the causes of poverty and disadvantage, and a 
commitment to equality and social justice” (Lynam, 2007, p. 13). 
Dailly and Barr ("<Understanding a community-led approach to health 
improvement.pdf>, 2008") outline typical characteristics of community-based 
approaches to health, as follows:  
x a bottom up process for identification of needs priorities, and actions; 
x a community rather than individual focus; 
x a targeted and inclusive approach; 
x including those most disadvantaged; 
x a participatory approach based on empowerment; and  
x a collaborative approach that uses partnerships. 
Lynam (2007) notes that in community development approaches, the task (or 
goal/outcome) and process are both equally important. Community development 
approaches to health largely focus around two themes: 1- community-based service 
delivery, and 2 – health promotion and social marketing (Horowitz and Lawlor, 2008).  
Each of these will now be explored further in this section.  
One means of addressing a shortage and lack of access to qualified medical 
personnel is to integrate community health workers (CHW) into the primary care 
systems (Lehmann & Sanders, 2007).  Community health workers carry out duties 
related to health care delivery, are trained in the context of their duties but have no 
formal health-related education or qualification.  Their functions can include a variety of 
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preventative, curative or development tasks, or they may be appointed to support a 
specific intervention.  Some tasks that may be assigned to CHWs include: home visits, 
first aid and treatment of simple and common ailments, health and hygiene education, 
nutrition and surveillance, maternal and child health and family planning activities, 
communicable disease control, community development activities, referrals, record-
keeping, and collection of data (Lehmann & Sanders, 2007). 
CHWs should be selected from within the communities that they serve in a 
participatory manner (Pallas et al., 2013).  Furthermore, communities must take 
ownership of the program to ensure its sustainability.  While CHW programs are often 
considered an inexpensive option for providing health care services to underserved 
populations, they are not cheap and do require sustained investment.  In order to be 
effective, CHWs require strong support and supervision, as well as ongoing logistic and 
material inputs, such as support for transportation and provision of necessary drugs 
(Lehmann & Sanders, 2007).  In Sierra Leone, for example, at least one CHW program 
equipped Blue Flag Volunteers with medical supplies necessary to treat the 3 
predominant causes of mortality in participation communities, specifically: oral 
rehydration salts for diarrheal diseases, malaria treatment, and antibiotics for acute 
respiratory infections (Participant B, C, and D from IRC Interviews).  As a result, CHWs 
require ongoing provision of these materials in order to carry out their duties. 
Finally, the issue of compensation for CHWs is controversial (Lehmann & 
Sanders, 2007).  Volunteers are usually considered ideal, however, the author notes that 
in reality CHWs tend to be poor people, living within poor communities and who do 
require income.   Programs are often designed with the expectation that CHWs will only 
spend a small amount of time on their health-related duties, leaving time for other 
income-generating.  However, in reality, the community’s lack of access to other health 
services often means that there is community demand for full-time duties.  The author 
notes that: “There exists virtually no evidence that volunteerism can be sustained for 
long periods” (Lehmann & Sanders, 2007, p. 27).  As a result, some programs have tried 
to incorporate in payment for CHW work, through either NGO, government or 
community financing.  Lehmann & Sanders (2007) further note that there are no 
examples of sustained community financing, likely because of the socioeconomic 
conditions prevalent in communities who rely on CHWs, and that the evidence reflects 
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high drop-out rates and ultimate collapse of programs designed with community 
contributions. 
Heath promotion, or community-based capacity building, is conceptualized as an 
effective mechanism to identify and address community health problems (Atkinson & 
Willis, 2006).  For example, hygiene awareness can reduce water-borne and diarrheal 
diseases by reducing risky behaviours.  Similarly, malaria infections can be decreased by 
raising awareness and promoting prevention techniques, such as sleeping under an 
insecticide treated bed-net, wearing light long-sleeve clothing, and clearing areas of 
standing water near dwellings and within a community.  Another example, would 
include health promotion around reproductive health issues, as the incidence of 
HIV/AIDS could be reduced by raising awareness aimed at behaviour change in sexual 
behaviour.  There are many examples that could be used whereby health promotion 
could be an effective way to raise awareness of community and individual actions that 
could be taken to reduce risk of prominent health issues within a community.  As 
Atkinson and Willis note: “When we talk about community capacity building (CCB) we 
are basically referring to ‘local solutions to local problems’ which enable communities 
to deal with problems, ultimately without relying on external resources” (Atkinson & 
Willis, 2006, p. 2) 
Griffiths et. al. (2009) advocate for linking social marketing with health 
promotion.  They note that there is intrinsically a significant area of overlap between the 
two, particularly as both methods rely heavily on health education, and by combining the 
approaches, both are strengthened.  While the two approaches are complimentary in 
many ways, they are also distinct. 
 “Health promotion is the process of enabling people to increase control over, 
and to improve, their health” (WHO, 1986, p. 1).  Naaldenberg et. al. (2009) notes that 
health promotion is a complicated process that involves working with stakeholders to 
share information and take collective decisions.  Lee (2006) broadens this statement by 
expressing that health promotion occurs within an increasingly global context, and 
depends on effective governance systems.  He explains that governance broadly refers to 
the contributions of all other actors, including civil society and the private sector, and 
may include both formal and informal mechanisms. The Charter on Health Promotion 
(WHO, 1986) identifies five action areas for health promotion, as follows: 1- build 
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healthy public policy, 2 – create supportive environments, 3 – develop personal skills, 4 
– strengthen community action, and 5 – reorient health services. 
The WHO defines social marketing as “the application of marketing techniques 
to social problems” (Birkinshaw, 1989, p. 3).  The report continues to explain that the 
aim of social marketing is to persuade people to adopt specific beneficial behaviours 
(Birkinshaw, 1989).  ECDC (Social Marketing Guide for Public Health) further 
elaborates on the concept, stating the following: 
Social marketing is a set of evidence and experience-based concepts and principles 
drawn from the field of marketing that provide a systematic approach to influence 
behaviours that benefit individuals and communities for the greater social good. Like 
commercial marketing it is a fusion of science, practical ‘know how’ and reflective 
practice focused on continuously improving the effectiveness and efficiency of 
programmes (Social Marketing Guide for Public Health, p. 4). 
The ECDC document is also careful to note that social marketing goes beyond 
seeking to inform or increase knowledge and understanding, and aims to influence 
people’s attitude, beliefs, and ultimately behaviors for the greater social good (Social 
Marketing Guide for Public Health, 2014). 
 Griffiths et. al (2009) compare and contrast the two concepts.  Key similarities 
are noted to include: both approaches aim at achieving a social and health benefit, share 
a strong focus on changing behaviour, rely on strong leadership and partnership between 
implementers, community leaders and the broader community, rely on specialized 
expertise and knowledge for effective implantation, are informed by research, and use 
social capital as a mechanism of change.  In addition, both approaches recognize that all 
relevant dimensions of a health issue must be fully understood by community members 
in order to result in change.  Some key differences that are also noted and will be 
presented in the table below. 
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Table 22:  Some Key Differences between Health Promotion and Social Marketing 
for Health  
Characteristic Health Promotion Social Marketing 
Goal or objective Improve health and reduce inequalities Behaviour change 
Means Advocacy based 
Uses market-based 
incentives 
Timeframe Medium-long term Short-medium term 
Relationship with 
participants 
Views people as primary actors, whereby 
they are enabled to define their own key 
health needs.  People are viewed as co-
producers rather than consumers. 
Views people as 
consumers and tries to 
influence what 
motivates them. 
Social capital 
Generating and strengthening of social 
capital is a goal in itself 
Uses social capital to 
help achieve 
behavioural goals 
Underlying 
principles 
Context is an important part of health 
promotion 
Focuses on personal 
incentives and 
overcoming barriers to 
change  
(Source: Griffiths et al., 2009, pp. 6-10) 
 Community-based health promotion and social marketing approaches can be 
facilitated directly by NGOs, by relying on full community participation and 
empowerment for implementation.  They can also be implemented through Community 
Based Health Workers, as previously discussed.  Finally, another common approach is to 
work through the formation of community and/or school based health clubs. 
 Theoretical Framework for Classifying Interventions in the 
Health Sector 
 The standards, targets and implementation approach to relief and development 
interventions have been summarized in the preceding sections.  As with the previous 
sector, the comparison between approaches forms the basis for the development of 
theoretical framework, which compares and contrasts the programmatic approach for 
each of relief and development interventions.  The emergent theoretical framework is 
summarized in the table below: 
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Table 23: Theoretical Framework for Classifying Health Interventions 
Characteristic Relief Development 
Primary programmatic 
objective 
Focus on lifesaving 
interventions and essential 
health services 
Long term improved health 
outcomes 
Standards 
Clear standards and 
indicators contained in 
SPHERE handbook 
Broad targets, such as the 
Alma Ata declaration and 
MDG goals 
Service Delivery 
Should work through 
existing structures when 
possible but external 
organizations authorized for 
direct provision 
Government is responsible 
for sector oversight, 
including regulation and 
often direct service 
provision 
Fees for health care Free - must be accessible to all 
User fees are permitted; 
sustainability is primary 
objective 
Medication stocks 
Must maintain immediate 
access to medicines on 
essential medication list.  
Others may not be readily 
available. 
Generally left to the private 
sector to balance supply and 
demand.  Hospitals and 
clinics stock essential 
medications. 
Vaccinations 
Key vaccines (such as 
measled) widely provided 
outside of formal health 
system 
Provided during regular 
wellness checks as part of 
the health care system 
Intersectoral 
collaboration 
Must be high to control 
public health risk (i.e. with 
WASH, and nutrition sectors 
as well as shelter) 
Should be a priority but 
often coordination remains a 
challenge 
Health system 
development and 
strengthening 
Not a focus Priority objective 
Capacity building and 
training for health 
workers, formal and 
community based 
Not a focus High priority 
Primary health care 
strengthening 
Focus on working through 
existing structures, where 
possible 
Goal to expand coverage and 
increase access 
Participation and 
empowerment of 
marginalized groups in 
health-realted decisions 
Outcome prioiritized over 
process 
Process equally as important 
as outcome 
Use of community-based 
health workers 
Included to the extent 
possible; often not possible 
Integral part of many 
programs 
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Health promotion and 
social marketing 
Focus on key messages, for 
example on health 
behaviours that could reduce 
the risk of communicable 
diseases 
Important and significant 
component of development 
programming 
Strengthening health 
policy Not a focus 
Appropriate for long term 
development programming 
 
Health interventions, both present and past, included in this case study, will be examined 
in detail in Chapter 6.  This theoretical framework will assist this analysis.  The next 
section will undertake a similar examination in the nutrition and food sector. 
 
4.4. Nutrition and Food Security  
This section will review the literature on approaches to relief and development 
assistance in the nutrition and food security sectors.  As we will see, there are some 
areas of overlap in this sector with respect to relief and development approaches, in 
particular related to nutrition.  Relevant literature on post-conflict or transition 
implementation of nutrition and/or food security programs will be discussed as relevant.  
In addition, the transition will be explored in detail in terms of empirical results in 
chapter 7. 
 Nutrition and Food Security in Relief and Development 
Food security is defined by the FAO as ‘when all people, at all times, have physical, 
social and economic access to sufficient, safe and nutritious food that meets their dietary 
needs and food preferences for an active and healthy life’ 
(http://www.fao.org/economic/ess/ess-fs/en/). Food security is based on four pillars: 
food availability, access, utilisation and stability (Perez-Escamilla 2012, 2009 World 
Food Summit: http://www.mofa.go.jp/policy/economy/fishery/wsfs0911-2.pdf).  
Stamoulis and Zezza (2003) explain that food insecurity can be chronic, transitory, or 
season, and that a person may be considered vulnerable to hunger even if they are not 
hungry or malnourished at any given point in time. 
Hunger, malnutrition and food security are closely linked with broad indicators 
of poverty and economic development.  Hunger and malnutrition clearly affect health by 
causing low birth weight, stunting growth, impairing cognitive capacity, and 
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compromising the immune system, thus increasing the risk of infection and death from 
HIV/AIDS, malaria and other infectious diseases. It is considered an underlying cause of 
more than half of child deaths.  In addition, the insufficient nutritional status of pregnant 
and lactating women increases the risk of complications and death during childbirth.  
A global food crisis is underway and world prices for basic food commodities 
have risen steeply over the last decade. According to the UN Office of Coordination of 
Humanitarian Affairs (2008), approximately 1 billion people still live on less than a 
dollar a day and the global food crisis is pushing over 130 million additional people 
below that line.  As prices increase, households are forced to spend a greater proportion 
of their income on food, leaving less available for other necessary commodities and 
services. The global food crisis also affects education, as evidence has shown that 
malnourished children start school later and have lower rates of attendance.  The State of 
Food Insecurity in the World (FAO, 2008) found that the cost of hunger, due to the loss 
in productivity over a person’s lifetime and resulting malnutrition, added up to between 
5 to 10 percent of GDP in developing countries.  As hunger and malnutrition increase, a 
corresponding decrease in productivity and GDP can also be expected.   
 Emergency Standards and Development Objectives 
As with the previous two sectors, the SPHERE manual dedicates a full chapter to 
nutrition and food security.  This chapter sets out standards to manage acute malnutrition 
in emergency settings.  The key standards for nutrition and food aid, as set out in 
SPHERE, are as summarized in the following tables  
Table 24:  SPHERE Standards for Food Security and Nutrition Assessment  
No. Standard Indicator 
1 
Where people are at increased risk of food 
insecurity, assessments are conducted 
using accepted methods to understand the 
type, degree and extent of food insecurity, 
to identify those most affected and to 
define the most appropriate response. 
Food security and livelihoods of 
individuals, households and 
communities are investigated to 
guide interventions  
Assessment findings are synthesised 
in an analytical report including clear 
recommendations of actions 
targeting the most vulnerable 
individuals and groups 
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The response is based on people’s 
immediate food needs but will also 
consider the protection and 
promotion of livelihood strategies 
2 
Where people are at increased risk of 
undernutrition, assessments are conducted 
using internationally accepted methods to 
understand the type, degree and extent of 
undernutrition and identify those most 
affected, those most at risk and the 
appropriate response. 
Assessment and analysis 
methodologies including 
standardised indicators adhering to 
widely accepted principles are 
adopted for both anthropometric and 
non-anthropometric assessments 
Assessment  findings  are  presented  
in  an  analytical  report  including  
clear recommendations of actions 
targeting the most vulnerable 
individuals and groups 
(Source: The Sphere Project: Handbook, 2011, pp. 150-157) 
 
Table 25: SPHERE Standards for Infant and Child Feeding 
No. Standard Indicator 
1 
Safe and appropriate infant and young 
child feeding for the population is 
protected through implementation of 
key policy guidance and strong 
coordination. 
A national and/or agency policy is in 
place that addresses IYCF and reflects 
the Operational Guidance on IFE 
A lead coordinating body on IYCF is 
designated in every emergency 
A body to deal with any donations of 
BMS, milk products, bottles and teats is 
designated 
Code violations are monitored and 
reported 
2 
Mothers and caregivers of infants and 
young children have access to timely 
and appropriate feeding support that 
minimises risks and optimises nutrition, 
health and survival outcomes. 
Measurement of standard WHO 
indicators for early initiation of 
breastfeeding, exclusive breastfeeding 
rate in children <6 months, and 
continued breastfeeding rate at 1 and 2 
years 
Caregivers  have  access  to  timely,  
appropriate,  nutritionally  adequate  
and safe  complementary  foods  for  
children  6  to  <24  months 
Breastfeeding mothers have access to 
skilled breastfeeding support 
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There is access to Code-compliant 
supplies of appropriate BMS and 
associated support for infants who 
require artificial feeding 
(Source: The Sphere Project: Handbook, 2011, pp. 150-157): 
 
Table 26: SPHERE Standards for Management of Acute Malnutrition and 
Micronutrient Deficiency  
No. Standard Indicator 
1 Moderate acute malnutrition is 
addressed. 
These indicators are primarily applicable to the 
6–59 month age group, although others may be 
part of the programme. 
More than 90 per cent of the target population is 
within less than one day’s return walk (including 
time for treatment) of the programme site for dry 
ration supplementary on-site supplementary 
feeding programmesfeeding programmes and no 
more than one hour’s walk for on-site 
supplementary feeding programmes 
Coverage is >50 per cent in rural areas, >70 per 
cent in urban areas and >90 per cent in a camp 
situation 
The proportion of discharges from targeted 
supplementary feeding programmes who have 
died is <3 per cent, recovered is >75 per cent and 
defaulted is <15 per cent 
2 Severe acute malnutrition is 
addressed. 
These indicators are primarily applicable to the 
6–59 month age group, although others may be 
part of the programme. 
More than 90 per cent of the target population is 
within less than one day’s return walk (including 
time for treatment) of the programme site. 
Coverage is >50 per cent in rural areas, >70 per 
cent in urban areas and >90 per cent in camp 
situations 
The proportion of discharges from therapeutic 
care who have died is <10 per cent, recovered is 
>75 per cent and defaulted is <15 per cent 
3 Micronutrient interventions 
accompany public health and 
Cases  of  micronutrient  deficiencies  are  treated  
according  to  current  best clinical practice 
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other nutrition interventions to 
reduce common diseases 
associated with emergencies 
and address micronutrient 
deficiencies. 
Micronutrient interventions accompany public 
health interventions to reduce common diseases 
associated with emergencies such as measles 
(Vitamin A) and diarrhoea (zinc) 
(Source: The Sphere Project: Handbook, 2011, pp. 165-173) 
 
Table 27: SPHERE Standards for General Food Security  
No. Standard Indicator 
1 
People have a right to humanitarian 
food assistance that ensures their 
survival and  upholds  their  dignity,  
and  as  far  as  possible prevents the 
erosion of their assets and builds 
resilience. 
All the disaster-affected people in need 
of food security responses receive 
assistance that meets their primary 
needs, prevents erosion of their assets, 
gives them choice and promotes their 
dignity. 
Households do not use negative coping 
strategies 
The choice of cash, vouchers or a 
combination of these is based on 
thorough assessment and analysis 
(Source: The Sphere Project: Handbook, 2011, p. 176) 
 
Table 28: SPHERE Standards for Food Transfers 
No. Standard Indicator 
1 Ensure the nutritional needs of 
the disaster-affected population, 
including those most at risk, are 
met. 
There is adequate access to a range of foods, 
including a staple (cereal or tuber), pulses (or 
animal products) and fat sources, that together 
meet nutritional requirements  
There is adequate access to iodised salt for the 
majority (>90 per cent) of households 
There is adequate access to additional sources 
of niacin (e.g. pulses, nuts, dried fish) if the 
staple is maize or sorghum 
There is adequate access to additional sources 
of thiamine (e.g. pulses, nuts, eggs) if the 
staple is polished rice 
There is adequate access to adequate sources 
of riboflavin where people are dependent on a 
very limited diet 
There are no cases of scurvy, pellagra, beriberi 
or riboflavin deficiency 
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The prevalence of Vitamin A deficiency, iron 
deficiency anaemia and iodine deficiency 
disorders are  not  of  public  health  
significance 
2 The food items provided are 
appropriate and acceptable to 
recipients so that they can be 
used efficiently and effectively at 
the household level. 
Programme decisions are based on full 
participation of all targeted people in the 
selection of food items 
Programme design takes into account access to 
water, cooking fuel and food processing 
equipment 
There is no general distribution of powdered or 
liquid milk or milk products as single 
commodities 
3 Food distributed is fit for human 
consumption and of appropriate 
quality. 
All recipients receive food that is ‘fit for 
purpose’: for safety, food should not pose a 
risk to health; for quality, food should match 
quality specifications and be nutritious 
Accountability monitoring tracks all the 
beneficiaries’ complaints received and 
resolved 
4 Commodities and associated 
costs are well managed using 
impartial, transparent and 
responsive systems. 
Food reaches intended distribution points 
Commodity tracking systems, inventory 
accounting and reporting systems are in place 
from the beginning of the intervention 
SCM assessment reports show evidence of 
assessment and inventory of local SCM 
capacities, local food availability and local 
logistics infrastructure 
SCM reporting shows: 
x evidence of transparent, fair and open 
systems for awarding contracts 
x evidence of supplier/service provider 
performance management and 
reporting 
x number and proportion of SCM staff 
trained 
x completeness and accuracy of 
documentation 
x losses are minimised and maintained at 
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less than 2 per cent and all food is 
accounted for 
x regular pipeline analysis and relevant 
stakeholders informed of food pipeline 
and supply chain. 
5 The method of targeted food 
distribution is responsive, timely, 
transparent and safe, supports 
dignity and is appropriate to 
local conditions. 
Targeting criteria must be based on thorough 
analysis of vulnerability 
Targeting mechanisms are agreed among the 
disaster-affected population 
Existence of relevant alternative distribution 
models for people with reduced mobility 
Recipients should not have to walk more than 
10 kilometres to the distribution site, i.e. no 
more than a four-hour walk 
Presence  of  ration  cards,  banners  and/or  
signposts  specifying  the  food rations during 
distributions  
Monitoring  and/or  beneficiary  accountability  
mechanisms 
stakeholders’ preferences on distribution 
methods 
information provided to beneficiaries on 
distribution 
beneficiaries/food  receipt:  actual  versus  
planned 
6 Food is stored, prepared and 
consumed in a safe and 
appropriate manner at both 
household and community levels. 
No cases of health hazards from food 
distributed. 
Raise  beneficiaries’  awareness  of  good  
food  hygiene 
All relevant staff must be trained on food 
handling and hazards from improper practices 
Full household access to adequate and safe 
food preparation materials and equipment 
Full presence of carers for all individuals with 
special assistance needs 
(Source: The Sphere Project: Handbook, 2011, pp. 180-197) 
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Table 29: SPHERE Standards for Food Security – Cash and Voucher Transfers  
No. Standard Indicator 
1 Cash and vouchers are considered 
as ways to address basic needs 
and to protect and re-establish 
livelihoods. 
All targeted populations meet some or 
all their basic food needs and other 
livelihood needs (e.g. productive 
assets, health, education, 
transportation, shelter, transport) 
through purchase from the local 
markets 
Cash and/or vouchers are the preferred 
form of transfer for all targeted 
populations, particularly for women 
and other vulnerable people  
The transfer does not result in anti-
social expenditures 
The transfer does not generate 
insecurity 
The local economy is supported to 
recover from the disaster 
(Source: The Sphere Project: Handbook, 2011, p. 200) 
 
Table 30: SPHERE Standards for Livelihoods  
No. Standard Indicator 
1 Primary production mechanisms 
are protected and supported. 
All households with assessed needs 
have access to the necessary inputs to 
protect and restart primary production 
to the level pre-disaster, when 
justified, and in accordance with the 
agricultural calendar 
All targeted households are given cash 
or vouchers, where it is considered (or 
assessed) to be operationally viable, at 
market value of required inputs, giving 
households choices on livelihoods 
options 
2 Where income generation and 
employment are feasible 
livelihood strategies, women and 
men have equal access to 
All the targeted people generate 
incomes through their activities and 
contribute to meeting their basic and 
other livelihoods needs. 
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appropriate income-earning 
opportunities. 
Responses providing employment 
opportunities are equally available to 
women and men and do not negatively 
affect the local market or negatively 
impact on normal livelihood activities 
Populations are kept aware of and 
understand remuneration as a 
contribution towards the food security 
of all household members equally. 
3 The disaster-affected population’s 
safe access to market goods and 
services as producers, consumers 
and traders is protected and 
promoted. 
Interventions are designed to support 
the recovery of markets, either through 
direct intervention or through the 
promotion of local traders via cash 
and/or voucher programmes. 
All targeted populations have safe and 
full access to market goods, services 
and systems throughout the duration of 
the programme. 
(Source: The Sphere Project: Handbook, 2011, pp. 204-211) 
Consistent with the previous 2 sectors, in the development sector, the MDGs 
were the main goals with respect to hunger worldwide at the time of this field research, 
and remain central to the current Sustainable Development Goals.  The first MDG 
articulated is the eradication of extreme poverty and hunger.  Specifically, the targets 
established for MDG #1 with respect to hunger are shown in the table below: 
Table 31:  Hunger Targets for MDG 1 
MDG 1: Eradicate Extreme Poverty and Hunger 
Target Description 
1C Half the proportion of people who suffer from hunger between 1990 and 2015 
1.8 Prevalence of Underweight children 
1.9 Proportion of population below minimum dietary energy consumption 
(Source: "Millenium Development Goals and Beyond, n.d.") 
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 Nutrition and Food Security: Implementation Approach in 
Relief and Development 
In contrast to the 2 previous sectors that we reviewed, the nutrition sector has significant 
overlap between emergency, post-conflict and developmental programming.  One of the 
principal reasons for this overlap is because crisis, in the nutrition and food security 
sectors, tends to be defined in terms of health indicators, such as the rate of 
malnourishment in children under 5, rather than as a function of national security and 
stability.  As such, when specific indicators dip below critical predetermined thresholds, 
the international community considers the situation to be a crisis and will respond with 
emergency/relief interventions.   
Generalized food aid is perhaps the only intervention that can be classified 
exclusively as a relief intervention.  Several other interventions, particularly on the 
nutrition side, such as community management of acute malnutrition, supplemental 
feeding and micronutrient fortification, as well as infant and young child feeding 
programs, are run in many different contexts, including emergency, post-conflict and 
stable environments.  While there is little literature on voucher usage and direct cash 
transfers outside emergency contexts, food for work and/or food for asset approaches do 
exist in both contexts.  Work on strengthening livelihoods, as well as agricultural 
development programs, tend to be considered development programs, as these types of 
intervention are often not limited to emergency contexts.  While there are livelihood 
standards outlined in the SPHERE manual, as listed above, these are all caveated with, 
when appropriate, when justified, or when feasible.  In addition, the SPHERE standards 
consider cash and vouchers as appropriate livelihood approaches; whereas in a stable 
environment, this would not be considered sustainable and development programs would 
likely look towards longer term projects.  Complex issues such as school feeding 
programs, which occur in a development context, are considered to have significant 
positive outcomes in regard to nutrition and food security of school age children, with 
educational benefits, all of which contribute to longer term capabilities. However, the 
sustainability of school feeding is frequently problematic, and there is a requirement for 
a high degree of context specificity. 
As we can see from Table 28 above, the SPHERE project has specific standards 
for food transfers, which in essence is generalized food aid (The Sphere Project: 
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Handbook, 2011).  Food aid is a common and expected component of humanitarian 
assistance during war; however, as Maxwell (2007) notes, its use in other contexts is 
subject to much criticism.  On the whole, generalized food aid is not considered to be an 
appropriate approach to development assistance, as noted by the global increase in 
emergency food aid and decline in government-to-government food aid programs 
(Maxwell, 2007). As we have also seen from the SPHERE standards, cash transfers of 
vouchers are also considered acceptable means of increasing food security during an 
emergency as this would allow affected people to purchase the food that they require, as 
well as other essential non-food items.  Maxwell (2007) notes that strong evidence in the 
literature has been found that cash inputs are a more effective means of providing 
assistance to vulnerable households.  The provision of direct income support or vouchers 
is generally not considered an appropriate strategy for development assistance.  The 
potential to distort local markets with food aid is widely acknowledged. 
In a development context, reducing hunger and malnutrition are long-term goals 
that can be improved through increasing: 1 - nutritional knowledge, and 2 - improving 
reliable access and stable access and availability of a range of foods that could provide 
adequate nutritional intake.  As a result, many development initiatives include 
educational programming to raise awareness regarding nutrition.   These are typically 
implemented through community-based approaches and information campaigns, similar 
to those conducted for health and hygiene promotion. 
Stamoulis and Zezza (2003) advocate for a twin-track approach to reducing 
hunger.  They characterize the approach as combining “the promotion of broad-based, 
sustainable agricultural growth and rural development, with targeted programmes to 
ensure that hungry people who have neither the capacity to produce their own food nor 
the means to buy it can have access to adequate supplies” (Stamoulis & Zezza, 2003, p. 
2).  They explain that this approach has emerged as part of the FAO’s commitment to 
work towards achievement of the goals established at the World Food Summit, and has 
been popularized and gained broad support (Stamoulis & Zezza, 2003). The approach 
combines: 1- resource mobilization for agricultural and rural development with the 
objective of improving livelihoods, and 2 - measures to meet the immediate nutrition 
needs of the seriously undernourished people.  
Community-based Management of Acute Malnutrition (CMAM) is as an 
approach to early response and treatment of acute malnutrition within their home and 
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community using ready-to-use therapeutic food (RUTF) (Government experiences of 
scale-up of Community-based Management of Acute Malnutrition, 2012).  It has 
emerged as the international agreed upon standard for treating acute malnutrition and 
received endorsement by the United Nations in 2007 as an approach for Severe and 
Acute Malnutrition (SAM) (Government experiences of scale-up of Community-based 
Management of Acute Malnutrition, 2012).  Traditionally, severely malnourished 
children have been treated as in-patients at therapeutic feeding centers; however, these 
centers tend to be located in larger urban areas, which limits access and coverage (World 
Vision, 2012).  The approach has been used in both stable countries and also in response 
to emergencies, both environmental and political.  The approach is considered 
appropriate when incidence of malnutrition is above 10% (Government experiences of 
scale-up of Community-based Management of Acute Malnutrition, 2012).  World Vision 
(n.d.) explains that the CMAM approach is based on 4 key principles, as follows: “ 1-
Ensuring that the majority of children who require treatment for acute malnutrition are 
receiving care; 2 - Identifying children with acute malnutrition early and beginning 
treatment before additional medical complications occur; 3 - Providing appropriate care, 
including simple and effective home-based treatment where possible; and 4 - Allowing 
children to remain in the project until they recover” (Government experiences of scale-
up of Community-based Management of Acute Malnutrition, 2012, p. 5).  The CMAM 
approach consists of 4 components, as follows: 1 – community outreach and 
mobilization, 2 – outpatient therapeutic programme (OTP),  3 – inpatient management of 
SAM at a stabilization center (SC) , and 4 – programs aimed at management of moderate 
malnutrition, such as supplemental feeding programs (Multi-sectoral Nutrition Strategy, 
2014-2025, 2016). Finally, it is worth noting that the CMAM approach should be 
implemented alongside interventions that address the root cause of malnutrition. 
Supplemental feeding programs have been introduced in many communities as a 
means of addressing moderate malnutrition. Supplementary feeding programs are large-
scale programs involving large numbers of beneficiaries, whereby food distributions 
target children between the ages of 6 months and 6 years of age.  These programs are 
used both in emergency situations as well as in response to chronic food shortages 
("Targeting for Nutrition Improvement," 2001).  These programs may target 
beneficiaries by location, age or income level. One example of a supplemental feeding 
program that is commonly encountered is, as noted previously, school feeding programs.  
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The WFP (2004) explains that there are 2 types of food distribution programs in schools, 
specifically 1 – school feeding, and 2- take home rations.  School feeding programs 
(SFP) provide meals or snacks to schools, whereas take home rations are distributed at 
regular intervals to students with a certain percentage of attendance for them to take 
home (Lawson 2012). The benefits of SFPs are significant, as follows: alleviation of 
short-term hunger, improvement of nutritional and micronutrient intake, improvement in 
school enrollment and attendance with reduced dropout rates, improve cognition and 
performance at school, reduce cost of school attendance, and supports children’s 
psychological wellbeing (Miller del Rosso, 1999).  Lawson (2012) makes an important 
point in noting that SFPs provide food (meals and/or snacks) to all children who attend 
school on any given day, regardless of their socioeconomic status or food security status.  
In contrast, take-home rations may occur at a separate location, outside of school hours, 
and can therefore be better targeted to specific families, if considered desirable.  
Food for assets programs are considered a type of supplementary feeding.  Food 
for assets programs provide food in exchange for labour, communal assets that require 
restoration, or training.  The WFP (Building Resillience through Asset Creation, 2013) 
supports this type of programming as part of resilience building efforts, while one or 
more of the underlying causes of vulnerability is tackled in one of the following 3 ways: 
“1 -strengthening the food security and capacity of households and communities to 
manage risks by investing in livelihood assets and by forging complementary 
partnerships; 2 -improving nutrition while enhancing human and social capital; and 3 - 
strengthening institutional capacities and systems and providing policy support” 
(Building Resillience through Asset Creation, 2013, p. 1).   The SPHERE notes that food 
for assets approaches are suitable during emergency response.  They also do persist into 
post-conflict and transition periods (The Sphere Project: Handbook, 2011).  Their use in 
purely development contexts is controversial, and mixed opinions exist on the suitability 
of this approach in a development context. 
Many development programs are also implementing infant and young child 
feeding (IYCF) programs, in line with the WHO/UNICEF Global Strategy on IYCF and 
in parallel to CMAM programs. UNICEF states that “Of all proven preventative health 
and nutrition interventions IYCF has the single greatest potential impact on child 
survival” (Infant and Young Child Feeding, 2012, p. 3).  IYCF programs have 4 
components, as follows: 1- nutrition of pregnant and lactating women, 2 - promotion of 
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exclusive breastfeeding until infants are 6 months of age, 3 – complementary feeding, 
and 4 – counselling and key messages (Global Mapping Review of Community Based 
Management of Acute Malnutrition with a Focus on Severe Acute Malnutrition, 2011).  
The underlying premise behind the approach is that the period from birth until a child’s 
second birthday is a critical period in which good nutrition is vital and has long-term 
effects.  In addition, the approach recognizes that good nutrition during pregnancy is 
also important for better child survival and development outcomes.   
As a result, the program typically also integrates complementary feeding for 
pregnant and lactating women (Infant and Young Child Feeding, 2012). The UNICEF 
Programme Guide notes that nutrition supplements and food for complementary feeding 
should be provided for people in food-insecure regions, while social and commercial 
marketing should be provided to the general population (Infant and Young Child 
Feeding, 2012).  Education and capacity building are central to this approach as is 
providing support an increasing social capital.  This approach is typically implemented 
through networks for mothers’ groups.  The guidance material further notes that 
development of a national policy, either for IYCF on its own or as part of a broader 
nutrition policy, is also very important for strategic planning and guidance in the sector 
(Infant and Young Child Feeding, 2012). 
Food security programming is a means of addressing the root causes of 
malnutrition.  Burchi and De Muro (2016) outline five approaches for assessing food 
security, specifically based on: 1 – food availability, 2 – income-based, 3 – basic needs, 
4 – entitlement, and 5 – sustainable livelihoods approaches.  The most widely accepted 
and currently used approach is the sustainable livelihoods (SL) approach.  The SL 
approach classifies assets into one of five categories, as follows: natural capital, physical 
capital, human capital, financial capital and social capital.  The approach is more 
comprehensive than the previous approaches listed, and is both project and policy 
focused (Burchi & De Muro, 2016). 
Berti et. al. (2004) consider the SL framework as a meaningful perspective for 
understanding the linkages between agricultural programmes and nutritional effects.  
Their study examined 30 agricultural aid programmes and analyzed their outcome in 
terms of nutritional impact.  All of the cases included in their study included a 
nutritional monitoring component, which enabled the data collection required for their 
study.  The types of interventions included are summarized in the following table: 
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Table 32:  Agricultural interventions classified according to the sustainable 
livelihoods framework  
Natural Capital Physical 
Capital 
Social Capital Human Capital Financial 
Capital 
Use of 
sustainable 
agricultural 
practices 
Support the 
increase in 
land, tools, 
livestock, etc.. 
Use social and 
participatory 
processes 
Agricultural 
training 
programmes 
Access to 
credit, 
grants, 
subsidies 
Intesification of 
existing systems 
Nutrition 
education 
programmes 
Value added 
products 
Diversification by 
adding new 
systems 
Other training 
programmes 
Value added 
marketing 
Gender 
considerations 
Other 
financial 
benefits 
(Source: Berti et al., 2004, p. 600) 
Berti et. al (2004) do correlate agricultural programming with improvements in 
nutrition and food security.  However, their study showed varied project outcomes.  
Generally, they found that interventions that targeted improvements in more than one 
type of capital were more successful.  Their study showed that home gardening projects 
were among the more successful interventions.  Their results also show that nutritional 
education is of central importance to achieving a nutritional improvement. 
In terms of sustainable agricultural growth, Farmer Field Schools (FFS) are a 
community-based approach to Agricultural Knowledge and Information (farm 
extension) that has become very popular in food security programming in the field.  
Braun and Duveskog (2011) carried out a Farmer Field School global survey in 2005 
and estimated that roughly 10-20 million farmers had graduated from Farmer Field 
Schools globally by 2008.  As we will later see, it is also an approach that has been 
widely adopted throughout Sierra Leone.  Braun and Duveskog (2011) explain that 
“farmer field schools consist of groups of people with a common interest, who get 
together on a regular basis to study the “how and why” of a particular topic. The farmer 
field school is particularly suited and specifically developed for field studies, where 
hands-on management skills and conceptual understanding (based on non-formal adult 
education principles) is required (Braun & Duveskog, 2011, p. 7).  All learning takes 
place in the field, based on experiential learning, and follows the full life-cycle of the 
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product (i.e. plant, animal etc.) of study (GTZ, 2010).  Khisa (2004) notes that FFS 
groups are typically composed of 25-30 farmers.  The FAO and GTZ (2010) technical 
manual on the FFS approach highlights 6 essential elements of the FFS approach, as 
follows:  the group, the field, the facilitation, the curriculum, programme leader, and 
financing.  The approach is highly participatory, where the programme leader acts as a 
facilitator, but the farmers lead all aspects of the program. As such, the approach 
empowers farmers to implement their own decisions in their fields (Khisa, 2004).  The 
approach is also often implemented alongside other extension campaigns.  FFS are often 
considered as initial stepping stones to move farmers towards networks, federations and 
associations (Braun & Duveskog, 2011). 
Finally, much food insecurity is a result of rising food prices, international 
market conditions, imports and globalization (Stamoulis & Zezza, 2003).  Perez and 
Escamilla (2012) note that there is increasing recognition of the importance of good food 
security governance systems.  The FAO outlines four conditions needed for good 
governance to occur, as follows: “(a) clear, participatory and responsive planning, 
decision making and implementation; (b) efficient, effective, transparent, and 
accountable institutions; (c) respect for the rule of law, and equality and fairness in 
resource allocation and service delivery; (d) coherent and coordinated policies, 
institutions, and actions” ("Targeting for Nutrition Improvement," 2001).  As such, 
policy and economic reforms are often necessary to promote long-term sustainable 
development and reduce food insecurity (Ozor, Umunnakwe, & Acheampong, 2014).  In 
addition, any food security strategy should be executed in coordination with other 
related initiatives, and amongst all relevant stakeholders (Stamoulis & Zezza, 2003).  
Development assistance can provide support to these processes and can help in assessing 
and developing new legislation, administrative measures, and institutional mechanisms 
for its implementation, with associated resources. 
 Theoretical Framework for Classifying Field Interventions in 
the Nutrition and Food Security Sector 
The standards, targets and implementation approach to relief and development 
interventions have been summarized in the preceding sections.  The comparison between 
approaches forms the basis for the development of theoretical framework, which is 
summarized in the table below: 
 148 
Table 33: Theoretical Framework for Classifying Nutrition and Food Security 
Activities 
Characteristic Relief Development 
Nutrition 
Primary 
programmatic 
objective 
Meet immediate basic 
needs 
Twin track - manage moderate and 
acute malnutrition while addressing 
root cause of food insecurity 
Timeframe outlook Short to medium term Short - Long term (program specific) 
Use of General food 
distribution Yes No 
Use of 
Supplemental 
feeding 
Yes Yes 
Use of CMAM 
approach Yes Yes 
Use of IYCF 
Approach Yes Yes 
Use of vouchers 
and/or cash transfers Yes No 
Use of Food for 
Asset approach Yes Yes 
Micronutrient 
Deficiencies 
Addressed through 
supplemental feeds, 
distributions, and/or 
mass campaigns (i.e. 
vitamin A campaign) 
Use same methods as relief; however, 
many also work through 
manufacturing companies to 
mainstream fortification, or with 
government to create policy and 
regulations for food import 
requirements meeting micronutrient 
standards 
Community 
participation 
Incorporated to the 
extent possible 
Major focus - including use of social 
networks, such as mothers’ groups 
Standards and 
Targets 
Detailed international 
standards - SPHERE MDGs, National Policy 
Policy development Not a goal May be component of development approach 
Food Security 
Work through 
partnerships and/or 
community based 
organization 
When possible without 
compromising the 
ability to deliver results 
quickly 
Important component of programming 
as considered an important element of 
sustainability 
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Agricultural 
Development 
Ongoing activities to be 
protected 
New activities to be encouraged and 
facilitated.  Focus on improving 
quantity, quality and sometimes 
diversity of products 
Livelihoods 
activities 
Focus on protection of 
existing activities and 
restoration of pre-
existing activities in 
recovery period 
Focus on market development, 
increasing income, and increasing 
productive activities 
Training 
Incorporated into 
programming as 
applicable 
Incorporated in programming - strong 
focus, particularly through experiential 
learning 
Institution building 
of community based 
organizations 
Not a focus Strong focus - i.e. Farmer field schools, networks and associations 
 
This sector provides a high level of overlap between relief and development, providing a 
potentially significant contribution to a more nuanced understanding of transition 
between relief and development, as will be explored in more depth in the upcoming 
empirical chapters from the fieldwork. 
 
4.5. Conclusion 
This chapter has examined the importance of each sector within both the relief and 
development fields.  In addition, it has examined, compared and contrasted the standards 
and targets, as well as implementation approaches for each of relief and development for 
the three sectors under consideration; namely: WASH, health, and nutrition and food 
security.  Finally, a theoretical framework, which is a table that compares and contrasts 
the key elements of each approach, has been developed for each sector.  The next 3 
chapters will explore the empirical results that emerged from field research in each of 
the 3 sectors.  The theoretical frameworks developed in this chapter will be applied to 
aid in the respective analyses in the 3 subsequent chapters. 
  
 150 
 
Chapter 5. Water, Sanitation and Hygiene Promotion 
(WASH) 
5.1. Chapter Overview 
This chapter focuses on the water, sanitation and hygiene (WASH) component of this 
thesis.  The chapter will begin by looking at the water and sanitation context in Sierra 
Leone in terms of access and coverage, as well as relevant health indicators.  The 
institutional and policy context of the WASH sector will also be reviewed.  The chapter 
will then look at field programming presently occurring in both the urban and rural 
WASH sectors.  The programs will be analyzed in order to ascertain whether 
programming can be classified as relief, development or transition. The rationale for 
classification will also be examined.  Perspectives from field staff will be examined in 
order to hypothesize a sector-specific definition of transition and indicators for 
developmental programming.   
5.2. Introduction 
According to the most recent report from the Joint Monitoring Program for Water 
Supply and Sanitation, 63% of the population has access to an improved water source, 
but only 13% of the population is reported to use improved sanitation facilities (WHO, 
2015).  When shared facilities are included in the data for improved sanitation facilities, 
this figure increases to 44% (WHO, 2015).  There is a large discrepancy in the WASH 
sector between urban and rural access to improved facilities, which will be discussed 
later in this chapter, in the section on urban and rural WASH coverage.  In addition, the 
UNICEF Best Estimates Analysis indicates that only 11% of the poorest 20% of the 
population nationally have access to improved drinking water resources, compared to 
91% of the richest 20% of the population (WHO, 2015). 
The Disability Adjusted Life Year (DALY) is a common measure of the burden 
of disease.  The WHO website explains that one DALY can be thought of as one lost 
year of health ("WHO: Metrics: Disability-Adjusted Life Year (DALY)," 2014).  The 
calculations of DALY’s take into account both years of life lost, as well as years lost to 
disability.  In Sierra Leone, the DALY for diarrhoea, per 1000 people per year, 
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specifically attributed to the burden, inadequate access to safe water and sanitation is 98.  
Overall, the DALY for diarrhoea in Sierra Leone is 103, which clearly shows that the 
vast majority (95%) of diarrheal diseases are caused because of lack of access to 
adequate water and sanitation facilities.  Furthermore, the data quantifies that 16,200 
deaths have also occurred as a result.  These figures show that Sierra Leone has one of 
the highest global burdens of water and sanitation related diseases worldwide ("WHO / 
UNICEF Joint Monitoring Programme," 2009).  Sierra Leone also periodically 
experiences cholera outbreaks (Nguyen et al., 2014), the most recent occurring in 2014, 
which also significantly increased the burden of disease when they occur. 
Diarrheal diseases affect children more significantly and disproportionally than 
the rest of the population. Sierra Leone has some of the worst child survival indicators in 
the world (Black, Morris, & Bryce, 2003).  The situation in Sierra Leone is dire, with 
Sierra Leone ranking first globally for the highest under-5 mortality rate ("UNICEF: 
Statistics at a Glance: Sierra Leone," 2013).  While the under-5 mortality rate is a 
reflection of multiple contributing factors, there is no doubt that availability of clean 
water and safe sanitation have a significant effect on this statistics (Progress on drinking 
water and sanitation: 2014 Update, 2014).  As we will see in Chapter 6, a MDG was 
established with an aim to reduce this rate.   
The MDG for water and sanitation was established under the goal of 
environmental sustainability, as follows: “Target 7C:  Halve, by 2015, the proportion of 
the population without sustainable access to safe drinking water and basic sanitation” 
("United Nations Millennium Development Goals," 2008).  For Sierra Leone, the 
specific targets were established to expand access to safe water to 73% of the population 
and to expand the use of improved sanitation facilities to 65% of the population 
(Millennium Development  Goals Progress Report, 2010).  While the final report on 
Sierra Leone’s progress towards meeting the MDGs has not yet been released, we can 
see from the most recent JMP data that these goals have not been attained, with only 
63% of the population having access to an improved water source, and only 13% of the 
population using improved sanitation facilities, as noted earlier (WHO, 2015).   
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5.3. National Policy and Institutional Context in Sierra 
Leone 
The government’s policy on water and sanitation is laid out in a number of documents.  
The primary policy document in the sector is the National Water and Sanitation Policy 
(NWSP), which was published in July, 2010 (The National Water and Sanitation Policy, 
2010).  The NWSP sets out the National Policy regarding water resource management, 
urban water supply and sewerage, rural water supply, hygiene and sanitation, and the 
institutional, legal and regulatory framework.  The broad objectives identified in the 
NWSP are as follows: 
1) “To develop a comprehensive framework for management of water resources 
and sustainable development of water supply and sanitation services within 
an effective legal and institutional framework.   
2) To address cross-sectoral interests in water resources through integrated and 
participatory approaches in the planning, development and management of 
the water resources.   
3) To improve the provision of safe water supplies and sanitation facilities in 
urban and rural areas through a coordinated approach, with the long-term 
objective of achieving high coverage of piped borne water supply in the 
country.   
4) To ensure stakeholders participate in the management of water resources and 
in the planning, construction, ownership, operation and maintenance of 
community based domestic water supply schemes in rural areas.   
5) To put in place implementation strategies for sustainable development and 
management of water resources in the gradual changing role of the 
Government from a major service provider to that of coordinator, policy 
maker and guidelines formulator” (The National Water and Sanitation 
Policy, 2010, p. 11). 
The preceding policy, titled the National Water Policy (NWP) was published in 
2008 (Water Supply and Sanitation in Sierra Leone, 2015), and drew together the 
relevant elements from previous PRSPs, the Sierra Leone Vision statement 2025, and 
the MDG commitments (The National Water and Sanitation Policy, 2010). In addition, 
the National Environmental Health Policy, which was developed in 2000 and revised in 
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2007, supplements the National Health Policy.  In particular, it highlights the importance 
of water and sanitation issues (National Environmental Health Policy, 2007).  The 
NEHP includes policy statements concerning the following areas: water supply and 
sanitation in health care facilities and other institutional buildings, management of 
clinical waste, urban sanitation, urban sanitation, with particular mention of public 
spaces (including barracks, schools, markets, prisons, hospitals, hotels and communal 
recreation spaces and cemeteries), urban waste supply, urban sanitation, urban waste 
management, urban waste supply (policy statements in this section are with regard to 
quality of water supply), waste collection, and rural waste management (National 
Environmental Health Policy, 2007). 
Responsibilities in the WASH sector are divided amongst a number of 
institutions ("Sierra Leone WASH Sector Learning," 2016).  Each of these institutions 
has its own legislation and resources.  At the national level, the Ministry of Water 
Resources (MWR) and the Ministry of Health and Sanitation (MoHS) are the lead 
government organizations in the sector responsible for policy formulation, coordination 
and regulation (Progress on drinking water and sanitation: 2014 Update, 2014).  While 
the sector should be integrated as water, sanitation and hygiene are intrinsically linked, 
the responsibilities are divided nationally, with the MWR holding responsibility for 
water and MoHS holding primary responsibility for sanitation and hygiene promotion 
(Water Supply and Sanitation in Sierra Leone, 2011, 2012).  The report “Making every 
drop count: Financing water, sanitation and hygiene in Sierra Leone” noted that 
coordination between the respective Ministries is fairly poor (Foxwood, Supply, & 
Council, 2005). Service delivery is also managed differently in the urban and rural 
context. These problems will be discussed in greater detail in subsequent sections.  
Furthermore, the responsibility for sanitation and hygiene promotion in schools is 
further sub-divided with the Ministry of Education, which is leading the sector (Water 
Supply and Sanitation in Sierra Leone, 2011, 2012). 
5.4. Urban WASH 
 Overview of Urban Water and Sanitation in Freetown 
Approximately 16% of Sierra Leone’s population, or around 1.2 million people, reside 
in the capital, Freetown ("Sierra Leone | Data," 2016).  In the period during and after the 
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civil war, Freetown saw a large influx of people, causing its population to nearly double 
("Sierra Leone | Data," 2016).   
The water supply infrastructure could not keep up with the increased demand and 
further deteriorated from the lack of regular operation and maintenance (Tavakoli, 
2012).  Officially, Freetown is noted to have the highest coverage rate in terms of access 
to improved water sources: the latest Joint Monitoring Programme Update (WHO / 
UNICEF Joint Monitoring Programme: Update, 2012) for Sierra Leone reports that 
87% of residents in urban areas have access to improved water supply.  However, 
official statistics are contested due to persistent poor water quality and the lack of 
reliability.  Access to water, either through shared stand posts or household connections 
to the piped network, is intermittent.  Furthermore, a water quality survey conducted by 
UNICEF in 2010 found that 52% of all wells tested were contaminated with faecal 
coliform, and this result rose to as high as 80% in some areas in Freetown report (Water 
Supply and Sanitation in Sierra Leone, 2011).  The water quality results thus call into 
question the criteria used for classification of an improved water source and suggest a 
gross over classification of the number of people with access to safe water supply.  ODI 
(Tavakoli, 2012) also notes that if existing infrastructure continues to fall into a state of 
disrepair due to the lack of adequate operation and maintenance, the net coverage is at 
risk of further decreasing in the future. 
While the urban sanitation context in Sierra Leone is better than the rural 
context, it still remains grossly inadequate.  According to the 2012 Joint Monitoring 
Report, only 23% of the urban population is reported to be using an improved sanitation 
facility.  Furthermore, 59% are reported to be using an unimproved facility, and 28% of 
the population are still reported to practice open defecation (WHO / UNICEF Joint 
Monitoring Programme: Update, 2012).  Technology is also used as a proxy for 
measuring sustainable access to basic sanitation.  The use of technology as an indication 
fails to take into account frequency and consistency of use, maintenance issues, as well 
as condition or quality of construction, which can impact effectiveness.   
In particular, in the urban context where land is at a premium, and often many 
users are sharing facilities, the issue of regular latrine emptying becomes significant.  If 
latrines are not emptied appropriately, they risk being rendered unusable in the best case 
and flooded with resultant environmental contamination in the worst case.  Freetown is 
sorely lacking capacity to deal with sludge disposal effectively and in a manner that 
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promotes public health.  At present, Freetown only possesses one sludge disposal site, 
located at the Kingtom dumpsite, which is an overflowing, non-operable drying lagoon 
(Millennium Development  Goals Progress Report, 2010).  Nonetheless, some sludge 
continues to be disposed at this site.  Alternately, sludge is commonly buried in nearby 
pits or disposed of into drainage ditches or some other surface water body, particularly 
in the rainy season (Financing of the water, sanitation and hygiene sector in Sierra 
Leone, 2012).  Inappropriate sludge disposal poses a significant public health risk and 
mitigates the benefits of access to improved sanitation. 
Finally, it is also worth noting that the wealthiest portion of the population 
resides in Freetown.  The Joint Monitoring Program report notes that “the richest 
quintile of the urban population enjoys almost universal access” (Financing of the water, 
sanitation and hygiene sector in Sierra Leone, 2012) to both improved water and 
sanitation facilities.  The total urban coverage statistics include the universal coverage 
afforded to the wealthy elite, and thus slightly over-represents the true coverage statistics 
for the majority of the population. 
 Service Delivery for Urban Water and Sanitation 
Water 
Sierra Leone has two State urban water supply utilities that hold responsibility for water 
supply in urban centres.  The Guma Valley Water Company (GVWC) is responsible for 
water supply within Freetown, and the Sierra Leone Water Supply Company 
(SALWACO) is responsible for the water supply in urban areas outside of Freetown 
(Financing of the water, sanitation and hygiene sector in Sierra Leone, 2012).  Freetown 
was the only urban centre included in this study. Therefore, the ensuing discussion of 
urban WASH will limit itself to this context.  
The GVWC is a state owned company, under the Ministry of Water Resources 
(MEWR) that was established in 1961 by an Act of Parliament (DFID Sierra Leone 
operational plan, 2013; "Ministry of Water Resources," 2013).   GVWC operates under 
the National Privatization Commission and is mandated to provide water to the City of 
Freetown in a fully commercial manner, on a cost-recovery and self-financing basis 
("Ministry of Water Resources," 2013).  While the GVWC officially only has 
responsibility for Freetown’s water supply, there is now a pervasive view within the 
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water sector that GVWC’s responsibility extends to the whole of Western Area, 
including peri-urban and rural areas on the outskirts of the city ("Ministry of Water 
Resources," 2013).  In fact, the Act that established the GVWC is under revision, and it 
is expected that the Act will be amended to formally extend GVWC’s responsibility to 
the whole of the Western region (DFID Sierra Leone operational plan, 2013). 
However, even within Freetown alone, the water utility is wholly unable to meet 
even basic needs for the city’s population. This point was made by the vast majority of 
interviewees for this research.  A UNDP report (Sierra Leone MDG Progress Report, 
2010) quantifies the shortfall in noting that the GVWS produces an average daily output 
of 18m gallons per day, compared with an estimated demand of 35m gallons/day. 
Throughout the city, the piped network is supplemented with small-scale community 
managed systems, mostly dug wells.  Even taking into account the supplementary 
systems, Atkins (2016) estimates that demand in Freetown exceeds the supply by around 
50,000m3/day. A UNDP report (Sierra Leone MDG Progress Report, 2010) notes that 
the shortfall is so significant that the Guma Dam occasionally runs dry and that water is 
rationed in many areas of the city ("Ministry of Water Resources," 2013), with virtually 
no customers receiving a 24-hour supply.  The situation is even worse in peri-urban 
areas and densely populated urban areas where customers may only receive supplies 
once a month, or none at all (Sierra Leone MDG Progress Report, 2010).  Furthermore, 
existing water supplies are also increasingly polluted, further exacerbating the problem. 
There are several contributing factors that result in the insufficiency of the 
GVWC piped system.  GVWC’s infrastructure is generally old, run down and limited 
compared with the population that it serves (DFID Sierra Leone operational plan, 2013; 
Freetown Urban WASH Consortium, Sanitation Evaluation Report, 2012).  Following 
the civil war, GVWS infrastructure failed to expand to accommodate the increased 
demand that resulted from the large influx of people.  The existing piped water network 
has also fallen into a state of physical disrepair, due to general neglect and the lack of 
maintenance, which has resulted in significant system losses due to leakage, further 
exacerbating the problem (DFID Sierra Leone operational plan, 2013).  In fact, Atkins 
(2016) estimated that losses were so substantial that they are likely in excess of 50%. In 
addition, due to the insufficient coverage, innumerable illegal connections have resulted, 
which led to further system losses and undermined the water utility’s ability to recover 
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user costs needed to repair and expand the system ("Ministry of Water Resources," 
2013).  
Another major challenge facing the urban water supply sector is that of 
sustainable financing.  The GVWC fails to collect adequate revenue to cover regular 
operation and maintenance costs, not including the required additional rehabilitation and 
extension costs that are needed to meet the needs of the population (Tavakoli, 2012).  
The current tariff policy in Freetown is to provide free water supply to stand posts from 
the main piped system (Water Supply and Sanitation in Sierra Leone, 2011).  As many 
users rely on shared standposts, this means that the water utility is unable or unwilling to 
collect user fees for a significant proportion of the water that is provided.  In addition, 
the billing efficacy of the GVWC is very low, and many household connections or yard 
taps are not billed.  The water utility is also unable to keep track of all the illegal 
connections, which further diminishes their revenue potential.  With the limited user 
contribution to capital costs, WSP (Water Supply and Sanitation in Sierra Leone, 2011) 
projects the financing gap for water supply infrastructure to be approximately US$90 
million per year. As a result of the insufficient and inadequate coverage of the piped 
water system, private water sellers fill some of the gaps, selling both bulk and/or treated 
water (Tavakoli, 2012). However, the Ministry of Water Resources ("Ministry of Water 
Resources," 2013) notes that households depending on these sources can pay up to eight 
times more than it would cost them to receive direct delivery from GVWC.  The GVWC 
is in the process of transformation, with the assistance of international organizations, 
which is aimed at improving the efficacy of its operations and management.  However, 
the process of change is expected to be a long-term process ("Ministry of Water 
Resources," 2013). 
While the GVWS is the primary water supply provider in Freetown, the District 
Health Management Team (DHMT), which is a decentralized function of the MoHS, 
also holds some WASH responsibility.  They are responsible for water quality 
surveillance, community mobilization, designation of hygiene education materials, and 
disinfection of wells (Freetown Urban WASH Consortium, Sanitation Evaluation 
Report, 2012).  However, the duties are either performed insufficiently or not performed 
at all, and water quality is generally not systematically monitored (Water Supply and 
Sanitation in Sierra Leone, 2011).  Finally, Water, Sanitation and Hygiene (WASH) 
Committees are community-based organisations (CBOs) that have been established to 
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help support and improve the WASH conditions in their respective communities. They 
play a role in assessing, managing and advocating for the WASH needs of their 
communities through a community-based approach. 
Sanitation 
Part of the Central Business District in Freetown, which contains the majority of 
commercial, political and administrative institutions, is serviced by a total of four 
kilometres of sewerage infrastructure.  The existing piping network discharges untreated 
wastewater onto the foreshore at Government Wharf and King Jimmy Bay (Atkins, 
2016).  The Water Supply Division of the Ministry of Energy and Power (MoEP) has an 
institutional responsibility for maintaining the sewerage system.  The system suffers 
from the lack of maintenance as the Water Supply Division has very limited resources, 
personnel and equipment to respond to blockages and to provide on-going maintenance.  
In addition, the system lacks a cost recovery mechanism, and without any formal user 
charges, there are no funds available to finance the maintenance of the system (Atkins, 
2016). 
Latrine construction, including financing, is generally a private matter, with each 
household or institution responsible for providing their own.  Prior to the war, several 
communal latrines were government funded and constructed under the Freetown 
Infrastructure Improvement Project (Atkins, 2016).  However, only a very small number 
were provided under this program, and the government has not assumed a direct role in 
public sanitation provision post-war. 
GOAL Sierra Leone commissioned a study in 2012 to examine the sanitation 
market in Freetown with regard to sludge emptying and disposal(Financing of the water, 
sanitation and hygiene sector in Sierra Leone, 2012).  They found that there were two 
public and three private  mechanical sludge emptying service providers servicing 
Freetown.  The two public entities were the Freetown City Council (FCC) and the 
Republic of Sierra Leone Armed Forces (RSLAF) stationed at Murray Town Barracks.  
However, the report notes that RSLAF provides very limited services to a select group 
of households and is not generally accessible to the public as a service provider.  In 
contrast, the FCC does run a formal service from its Environmental Health and 
Sanitation Department (Financing of the water, sanitation and hygiene sector in Sierra 
Leone, 2012). 
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The FCC and private organizations operate similarly, on a fee-for-service basis.  
However, the FCC limits its services to areas that are not very mountainous, in order to 
avoid the strain that steep roads place on their vehicles.  In addition, due to the limited 
suction capacity of their vacuum tanker, the FCC limits their services to emptying septic 
tanks and will not provide service to traditional pits.   In contrast, the private operators 
offer their service to any location and service all types of containment systems 
(Financing of the water, sanitation and hygiene sector in Sierra Leone, 2012).  
Nonetheless, the mechanical operators still tend to serve larger commercial, institutional 
and more affluent properties (Atkins, 2016).  In total, at the time of the GOAL study, the 
five private operators were in possession of five vacuum tankers, which were all 
purchased second hand from Europe.  As a whole, the mechanical operators accounted 
for a smaller share of the market, at roughly 39%, compared with manual operators 
(Financing of the water, sanitation and hygiene sector in Sierra Leone, 2012). 
Manual operators are abundant throughout Freetown and have the majority of the 
market share at approximately 61%.  They generally work in small, unregulated teams or 
groups and will use only basic tools, such as shovels and buckets with little or no 
personal protective equipment.  Manual operators will generally service any location 
where their services are requested.  They will also provide service to any type of 
containment structure, including traditional pit latrines (Financing of the water, 
sanitation and hygiene sector in Sierra Leone, 2012).   
Once containment structures are emptied, the sludge must then be disposed of.  
In practice, there are three means of disposing of the sludge in Freetown.  The FCC is 
responsible for providing of sludge treatment services at the Kingtom disposal site 
through the Freetown Waste Management Company.  The Kingtom dump site is the 
only official location for sludge disposal.  The site was initially designed with the 
capacity to treat sludge in drying lagoons.  However, the faecal sludge treatment facility 
is non-operational due to neglect of proper operation, maintenance and management of 
the facility (Atkins, 2016).  As a result, the tankers dispose of the sludge onto a flat area, 
which is already filled with refuse and faecal sludge.  A series of troughs then allow 
much of the sludge to drain into the Congo Creek and White Man’s Bay (Financing of 
the water, sanitation and hygiene sector in Sierra Leone, 2012), thus causing 
environmental contamination (Atkins, 2016).  Alternately, manual operators will 
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predominantly dispose of the sludge either by burying nearby, or by discharging it to a 
nearby water body, either directly or via discharge ditches (Atkins, 2016). 
In general, for both mechanical and manual operators, prices for sludge emptying 
services are not fixed; rather they are negotiated between the customer and the service 
provider, factoring in the amount of work that is required.  The GOAL study found that 
demand tended to be seasonal, with a higher demand for emptying services typically 
during the rainy season (Financing of the water, sanitation and hygiene sector in Sierra 
Leone, 2012).  
 Freetown Consortium Program Overview  
The Freetown urban WASH Consortium was formed in 2009 to improve WASH 
services in 30 of the 64 slum areas in Freetown (Freetown Urban WASH Consortium, 
Sanitation Evaluation Report 2012).  The program is funded by DFID through a £4 
million grant and began implementation in 2010 (Freetown Urban WASH Consortium, 
Sanitation Evaluation Report, 2012).  The program aims to provide 147,000 people with 
access to water, 29,000 people with access to improved sanitation and to reach an 
estimated 408,000 people through hygiene messaging (Freetown Urban WASH 
Consortium, Sanitation Evaluation Report 2012). 
Implementation of the Consortium program is done though 5 international 
NGOs: OXFAM, Action Contre la Faim (ACF), Save the Children, GOAL international, 
and Concern Worldwide. The consortium project has defined four main outputs as 
follows: 1) Design of WASH facilities (including software and hardware); 2) Disaster 
risk reduction (i.e. emergency preparedness for disease outbreaks, such as cholera); 3) 
Capacity building of Government Ministries to coordinate WASH activities; 4) 
Advocacy (i.e. advocating for government budget allocation to WASH activities) 
(Freetown Urban WASH Consortium, Sanitation Evaluation Report, 2012).   
 The Consortium program is meant to be holistic and includes a broad range of 
activities, such as rehabilitation and extension of the water supply piped network with 
public tap stands, household water treatment, construction of public latrines, shared 
household latrines, support to manual pit emptiers, construction of fecal sludge storage 
tanks, and formation and capacity building of WASH Committees and Blue Flag 
volunteers (BFV). The program also includes a hygiene education program.  The 
hygiene promotion program works through community structures, such as WASH 
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committees, and is implemented in partnership with local NGOs, who act as community 
mobilizers.   
WASH committees are established and empowered to take on a leadership role, 
representing the community and linking them in with relevant government bodies.  They 
provide an entry point into the community for ongoing activities and help ensure that 
activities are targeted in an appropriate manner through consultation with the 
community. They also oversee the construction and mobilize the community during 
hygiene related campaigns. The WASH Committee is also responsible for ensuring 
maintenance of facilities, collecting and managing tariffs. 
In addition, as will be discussed further in the health chapter, many communities 
have health volunteers, referred to as “blue flag volunteers”.  As a result, part of the 
program tries to link the WASH committees and blue flag volunteers so that they can 
work together in areas of overlap, such as health promotion, as well as preparedness and 
response to any water borne disease.  As part of the program, the BFVs are also 
provided with Oral Rehydration Salts and/or Sugar-Salt Solutions (SSS) for the 
treatment of diarrhea to support their communities.  Their supply is also replenished 
through the Consortium, as needed.   
Sustainability is a key component of the Freetown Urban WASH Consortium 
program.  As a result, all activities are implemented in joint collaboration with local 
authorities.  Furthermore, community participation is considered crucial for success, 
sustainability and to meet the needs of the population. The Consortium also uses a 
Community Led Manual to guide their activities and ensure they are participatory. “The 
manual is broken down into 7 steps ranging from, community mobilization and planning 
(e.g. community mapping of public health risks, and prioritization of needs), formation 
of WASH committees, technical assessment and final selection of infrastructure 
projects, hygiene promotion training and action planning, construction of water and/or 
sanitation infrastructure, cost recovery system training, and finally evaluation.” 
(Freetown Urban WASH Consortium, Sanitation Evaluation Report 2012) 
5.5. Overview of Field Research in Urban WASH Sector 
I was able to interview staff members that were involved with the WASH program from 
all five of the NGOs that are participating in the Consortium, as follows: OXFAM, 
Action Contre la Faim (ACF), Save the Children, GOAL and Concern.  I was able to 
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directly interview the WASH program managers for both Oxfam and ACF.  In addition, 
I interviewed the Country Directors for both ACF and GOAL, both of whom were able 
to speak to their respective NGO’s WASH programming.  I was also able to interview 
one local project staff from Oxfam and two from Save the Children.  For Concern, I 
spoke with the Health Program Manager.  Concern’s WASH programming falls under 
their Health Program.  While I was not specifically able to speak to Concern’s WASH 
engineer, the Health Program manager was able to speak to their programming.  Finally, 
I was able to speak with a staff member from DFID, the funder of the Consortium 
Program, one former staff member from the GVWC, and with three representatives from 
the Ministry of Water Resources.  In total, the results and following discussion for this 
section is based on the interviews of 13 staff members involved in the Freetown Urban 
WASH Consortium, and as previously mentioned, all five participating NGOs were 
represented. It is important to note that the views expressed during the interviews reflect 
those of the participants and are not official positions held by their respective NGOs. 
 Classifying the Urban WASH program: Development, Relief 
or Transition: Comparison of Theory and Field Classification 
We now turn our attention to the theoretical framework developed earlier in this chapter 
in order to try to classify the Freetown WASH program.  The table below outlines the 
comparative framework developed earlier and includes a comparison of these elements 
within the context of the Freetown Urban WASH Consortium program (Freetown Urban 
WASH Consortium, Sanitation Evaluation Report 2012). 
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Table 34: Comparison of elements of the Freetown Urban WASH Consortium with 
the WASH Theoretical Framework 
Characteristic Relief Development Freetown Urban WASH Consortium 
Primary 
programmatic 
objective 
Meet immediate 
basic needs 
Sustainable 
improvement in 
WASH coverage 
and behaviours 
Sustainable 
improvement in 
WASH coverage and 
behaviours 
Timeframe 
outlook 
Short to medium 
term 
Long term Long term 
Requirement for 
infrastructure 
outputs 
High output, quickly Slower outputs 
acceptable to 
accommodate and 
incorporate other 
community based 
inputs that 
contribute to 
sustainability 
5 year program with 
possibility of renewal 
Ultimate 
responsibility for 
maintenance and 
repair 
Programming 
agency 
Community Will rest with 
community once the 
program is handed 
over.  While the 
program is still active, 
NGO's will assist 
communities and 
continue to build their 
capacity as necessary.  
Complex repairs to 
water supply 
infrastructure will be 
the responsibility of 
GVWC and MOUs 
have been developed to 
allow CBOs to hold 
the to account. 
Community 
participation in 
project planning, 
including 
infrastructure 
planning 
Incorporated to the 
extent possible; 
often minimal 
Major focus Major component 
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Technology 
Focus on meeting 
immediate need.  
Appropriate 
technology selected 
whenever possible, 
permanent 
infrastructure when 
appropriate and 
possible.  However, 
if needed, 
technology selected 
may be transient 
and/or short term 
(i.e. water trucking) 
Appropriate 
technology, 
improved water 
and sanitation 
facilities.  
Technology 
meant to be 
permanent. 
All technology chosen 
is meant to be 
permanent.  More 
control over the quality 
of construction in 
terms of water supply.  
CLTS approach is 
often being 
implemented which 
affords less control to 
ensuring sanitation 
facilities are 
“"improved”". 
Access standards 
Specific 
international 
standards - SPHERE 
Suggestions and 
guidance exist, no 
specific 
international 
standards 
accepted 
throughout sector, 
may have national 
standards in 
respective 
countries  
Interviewees 
acknowledged existing 
national government 
standards but most are 
working towards 
SPHERE standards. 
Quality standards 
Specific 
international 
standards - SPHERE 
Specific 
international 
standards - WHO 
Using national 
government standards 
Work through 
partnerships 
and/or 
community based 
organization 
When possible 
without 
compromising the 
ability to deliver 
results quickly 
Important 
component of 
programming as 
considered an 
important element 
of sustainability 
Major focus 
Contribution of 
unskilled labour 
Often paid or food 
for work 
Voluntary, 
community-based 
contribution 
Voluntary, 
community-based 
contribution 
Programmatic 
focus on 
community based 
supply chain 
management for 
Minimal Significant Significant 
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maintenance and 
repair of 
infrastructure 
Financial 
contributions 
Implementing 
agency covers 
virtually all costs 
Community 
members 
expected to 
contribute in 
some capacity 
Community members 
expected to contribute 
in some capacity 
Training Incorporated into 
programming; not 
primary focus - 
usually focuses on 
maintenance and 
repair of technology 
Proportionally 
greater amount of 
time and effort 
spent on this 
element, 
including broader 
coverage of 
topics, such as 
management of 
WASH 
committees 
Included.   
Hygiene 
Promotion 
Incorporated.  Often 
top down 
Incorporated to a 
greater extent 
than in relief 
programming.  
Greater attempt to 
use community 
based resources 
for peer to peer 
education 
Incorporated and using 
community based 
resources 
Institution 
building of 
community based 
organizations 
Minimal Strong focus Strong focus 
 
 As we can see from this table, the Freetown Urban WASH program 
meets most of the criteria outlined to classify it as a development program.  In relation to 
this framework, only two questionable areas are noted.  The first concerns the timeframe 
for programmatic outputs.  As we have seen earlier, the FUWP aims to increase access 
to water to 147,000 people, improved sanitation to 29,000 and to reach an estimated 
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408,000 people with positive hygiene (Freetown Urban WASH Consortium, Sanitation 
Evaluation Report, 2012).  With a five year project timeframe, this can be considered an 
aggressive and optimistic target.  However, it must be noted that it is very rare to see 
funding timelines that are longer than this: regardless of the context, relief or 
development, this is a typical and perhaps even long-term timeframe for project funding.  
It should also be noted that the consortium funding is substantial and engages many 
NGOs in a coordinated fashion to meet their targets, which can be considered an 
enabling factor. 
 The second item of note, that does not clearly fall within the classification of 
development, is that of access standards.  Data collected on this topic were inconsistent 
with some participants noting that they are working towards meeting the Government of 
Sierra Leone’s standards, and others who noted that they are working towards meeting 
SPHERE standards.  As mentioned earlier, SPHERE standards were developed as a 
basic minimum requirement for meeting essential needs in an emergency.  They are 
insufficient and inappropriate for a development context.  However, since the sector 
lacks clear and internationally accepted standards for access, this issue may be 
characterized more as a sector shortfall rather than an inconsistency that specifically 
exists within the FUWC program. 
All of the participants were asked how they would classify the Freetown 
Program, in terms of whether they perceived it as a development, relief or transition 
initiative.  All participants unanimously stated that they believed the program should be 
classified as development.  As such, it is worthwhile to note that the program perception 
in the field was found to be consistent with the analysis resulted from applying the 
theoretical framework to the FUWC program.  When asked to justify their selection of a 
classification, all participants stressed the program’s focus on long-term sustainability.  
Some of the other programmatic justifications provided were as follows:   
x Trying to minimize the role of the NGO through project delivery and 
encourage community participation in needs assessment, planning and 
implementation (ACF); 
x Work through local partner NGOs (Oxfam); 
x Focus on institution building of WASH committees (GOAL, ACF, 
Oxfam, Save the Children, Concern); 
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x Incorporate development of supply chain for replacement parts (GOAL); 
x Contribution of the local community in terms of local materials, labor, 
and/or user fees (GOAL, ACF); 
x Strong emphasis on capacity building, advocacy and collaboration at all 
levels: National Government, Freetown City Council, GVWC, and 
WASH committees (Oxfam, ACF, Concern); 
x Inclusion of disaster risk reduction and disaster preparedness in 
programming (i.e. for cholera) (Oxfam); 
x Focus on putting in place clear roles and responsibilities, as well as 
mechanisms for accountability for community based organizations and 
service providers (ACF, Oxfam). 
 Defining Relief, Development, and Transition in the Urban 
WASH Sector 
As demonstrated through the interviews, and outlined in the previous section, all 
participants justified their classification of the FUWC program as development, using 
the programmatic criteria, which were consistent with developmental aspect of 
programming identified in the literature.  Similarly, there was a consistent and 
unambiguous understanding of what relief aid entailed, and field perceptions matched 
the description outlined in theory, as discussed in Chapter 4.  
All participants were asked whether a transition period existed in urban WASH 
programming in post-conflict environments.  It is important to reiterate at this point that 
the FUWC program was developed as a development program, and many of the NGOs 
involved in the program did not have previous WASH activities in Freetown.  Opinions 
expressed as part of this section, as well as the following section, are therefore based on 
the personal experience and opinions of the participants, rather than stemming from their 
direct programmatic experience in the roles that they held at the time of the interviews.  
All participants in this sector noted that they felt a transition period did exist, 
however, some had difficulty articulating how they would characterize it and what it 
consists of.  The definitions that did emerge can be divided into two categories, 1 – 
rehabilitation, and 2 - overcoming the dependency mentality.  Each of these will be 
examined further below. 
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Interviewees from four of the five included organizations noted that they would 
consider the transition from relief to development in the urban WASH sector to involve 
rehabilitation of previously existing infrastructure.  These participants expressed that 
when pre-existing infrastructure is operational and serving its initial population, that 
programming can then shift towards development.  In their view, development would 
then involve scaling up programming, in a developmentally appropriate manner, to meet 
the demands of the current population.  However, rehabilitating original, non-function 
infrastructure was viewed as a first step and categorized as a transition-activity. 
The second perception of transition consisted of activities aimed at overcoming 
the culture or mentality of dependency that participants unanimously considered to result 
from prolonged civil conflict.  As Participant B from ACF notes: “Transition period is to 
prepare the people to come out of the culture of dependency.  You may not pay tariff 
system, but then through the transition people mentality have been prepared to pay the 
tariff system.”  When asked what types of activities the transition period would 
encompass in order to meet this objective, participants explained that the transition 
period would involve a lot of community sensitization and capacity building in the lead 
up to introducing some of the more developmental aspects, which require community 
contributions. 
5.6. Indicators 
Participants with programming in the urban WASH sector were also asked about the 
indicators that they perceived to be necessary to begin WASH development 
programming in the urban context.  By probing these indicators, we can also gain insight 
into what activities must be undertaken in the transition, in order to ensure that these 
conditions are met, if they are not present at the conclusion of the war.  The suggested 
indicators could be grouped into four categories, as shown in the table below: 
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Table 35: Development-Readiness Indicators for the Urban WASH sector  
Indicator Category Development-Readiness Indicator 
Permanence of 
population 
Population should be largely resettled, have shelter, and 
existing population should view their community as their long 
term residence. 
Basic needs Beneficiaries have access to meet basic needs before a 
development approach can begin 
Rehabilitation Pre-existing infrastructure should be rehabilitated, if possible, 
and functional 
Institution Building Institutional mechanisms required for development work 
should be put in place. 
(Source: interview data) 
 
The first category shown in the table concerns the permanence of the beneficiary 
population.  Participant A from Oxfam explains this in his statement:  
In the first place there’s no emergency.  These people have been here since, almost 10 
years, after the conflict.  They have been displaced from different areas, parts of the 
country, but they have been living here for long periods of time, so you can’t say that 
this is relief.” 
Similarly, the Country Director from ACF made the following statement: 
 For example you go to the border with say Liberia and people are coming and going.  
So you are dealing with maybe 2, 3 weeks, maximum 1 month at the border.  So you 
can’t have any other program except very emergency, relief type.  
These statements show that some participants viewed the permanence of the 
population as a condition to providing a WASH development program, as key elements 
of development approaches, such as participation and community ownership, cannot be 
achieved by transient populations. 
 The second category concerns satisfying beneficiaries basic needs.  It was 
acknowledged through the interviews that before a development approach can be put 
into action, beneficiaries most basic needs must be met.  Participant A from Oxfam 
clarifies this in stating:  
Actually, from my opinion personally, when the people are not really suffering, no - 
they are suffering, but when people are not dying for instance, there is no emergency 
response.  If there is no need of emergency response, the people can live with all the 
problems.  But they need at least a minimum service.    
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Several participants linked the provision of the basic level of service with 
resettlement activities, as these are usually done simultaneously. 
Of note, none of the participants interviewed on their perspectives of urban 
WASH used access or health data as indicators to justify the need for emergency 
programming.  As we have already seen, access to improved water and sanitation are 
very poor in Freetown, yet none of the interviewees in this sector used this data to 
advocate for a continued relief approach to programming.  As noted above, Participant B 
from Oxfam clearly classified the Freetown Urban WASH program as one of 
development, yet he also made the following statement:  
People are really suffering.  They don’t have proper facilities and proper hygiene 
properties so they are really, especially the slums, they are in a really serious 
situation. 
  Nonetheless, all participants advocated that a development approach was 
currently suitable in Freetown. 
The third indicator for development-readiness concerned rehabilitation of pre-
war infrastructure.  During the war, much of the pre-existing infrastructure was damaged 
or destroyed. One way of delivering basic services to a newly resettled or resettling 
population is to rehabilitate such infrastructure. 
  Finally, the last development-ready indicator for the urban WASH sector 
concerned institution building.  Several participants noted that before a development 
program can be established in the urban context, the government must be operational 
with clearly set-out authorities for water and sanitation.  They should have a sector 
policy in place, and the service provider should be operational and providing services.  
Participant B from ACF articulates this clearly, in stating: “If you don’t have a national 
policy, transition prepares you to do a national policy.  Or if you don’t have any proper 
institutions to support mechanism, or if you have ad-hoc support mechanism, you try to 
formulate it with the policy or the strategy that gives you that element”. 
 Through the analysis of indicators, we can hypothesize that the following 
activities can be considered as transition activities, in addition to the ones already 
described in the previous section: 
1. Resettlement activities, including the provision of temporary shelter;  
2. Institution building, including building capacity of government authorities 
and supporting the development of national policy and guidelines. 
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5.7. Rural WASH 
 Overview of Rural WASH in Sierra Leone 
According to the Work Bank population data, approximately 3.8 million of the country’s 
6.3 million residents, which represents approximately 60% of the population, reside in 
rural areas ("Sierra Leone | Data," 2016).  The data show that water supply coverage, 
specifically access to an improved source, decreased significantly during the war and 
immediate post-war period.  According to the AMCOW report (Water Supply and 
Sanitation in Sierra Leone, 2011), rural water supply coverage decreased from 
approximately 49% in 1994 to only 26% by 2008 (Water Supply and Sanitation in 
Sierra Leone, 2011, p. 20).  More recent data shows that 42% of the rural population 
uses an improved water source (Progress on drinking water and sanitation: 2014 
Update, 2014, p. 67).  While this shows a notable improvement, it still falls significantly 
short of the national subsector target of 74%.  
In addition, data collection is typically based on household surveys and may not 
capture nuances such as whether people exclusively use or mostly use an improved 
source.  In fact, Gelhard (2014) notes that the use of a combination of water sources, 
including both improved and unimproved sources, is most typical.  Furthermore, many 
of the water points that have been previously established may not be working or may be 
suboptimal.  Improved sources are often included in coverage statistics with insufficient 
follow up regarding their state and adequacy.  Gelhard quantifies this, stating: “A water 
point mapping conducted in 2012 by the (then) Ministry of Energy and Water Resources 
revealed that out of 27,365 improved public water points installed between 2002 and 
2012 18,080 (66%) are technically functional, 5,137 (19%) are broken down and 4,148 
(15%) were partly damaged. Even among these 18,080 functional water points, 6,868 
are seasonal, giving enough water only during the rainy season. Thus, the number of 
points that are protected, technically working, and in-use throughout the year is only 
11,212 (41% of the total)” (Gelhard, M., 2014, pp. 2-3). 
The situation with respect to rural sanitation is truly dire, with the most recent 
data indicating that only 7% of the rural population is using an improved source.  
Furthermore, 39% of the population in rural areas still practice open defecation 
(Progress on drinking water and sanitation: 2014 Update, 2014, p. 66).  The 
Government of Sierra Leone is straying from the use of improved sanitation facilities as 
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its primary indicator, perhaps because any discussion of targets becomes virtually 
untenable in the face of baseline statistics. Rather, the Sierra Leone NWSP uses the term 
“adequate sanitation” (NWSP, 2010), which includes shared facilities within its 
definition (Water Supply and Sanitation in Sierra Leone, 2011).  The data shows that an 
additional 19% of the rural population has access to or uses shared facilities.  If use of 
these shared facilities is counted, the percentage of the rural population with access to 
“adequate sanitation” still remains very low at 26%.  Rural sanitation efforts throughout 
Sierra Leone are currently focusing on CLTS, as a means of rapidly increasing access 
(Water Supply and Sanitation in Sierra Leone, 2011).  However, as noted previously, the 
quality of such constructions can be questionable thus lending doubt regarding the 
percentage of facilities constructed using this methodology that would be considered 
either improved or adequate. 
 Service Delivery for Rural Water and Sanitation 
The rural population in Sierra Leone is not serviced by state-run companies, such as the 
Guma Valley Water Company, which operated in Freetown, or SALWACO, as 
discussed previously.  The majority of these inhabitants rely on small-scale, appropriate 
technology systems, such as gravity-fed systems, rain-water catchments systems, or 
wells. 
 From a government perspective, the Local Government Act (2004) decentralized 
the responsibility for WASH activities to District and Town Councils, referred to 
collectively as Local Councils (The National Water and Sanitation Policy, 2010).  As a 
result, MoEWR has relinquished responsibility for rural water supply (Water Supply and 
Sanitation in Sierra Leone, 2011).  Local Councils are thus responsible for WASH 
planning, and in particular rural water supply; whereas rural sanitation is assumed to be 
the responsibility of the household (Water Supply and Sanitation in Sierra Leone, 2011).  
The Local Councils work through larger District Water and Sanitation Committees.  
District Environmental Health Officers are responsible for sanitation, health and hygiene 
promotion at the district level (Water Supply and Sanitation in Sierra Leone, 2011).  In 
practice, the capacity of Councils to oversee and monitor WASH programs is limited: 
there is little coordination within the Local Councils and between the Local Councils as 
well as other levels of government (WASH-net 2014). 
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The Ministry of Finance and Economic Development has a department dedicated 
to local government, specifically, the Local Government Finance Department (LGFD).  
The LGFD provides Local Councils with some funding, and the Councils then allocate 
this funding according to their needs and priorities.  Local councils are supposed to 
reserve 15% of their resources for WASH activities; however, there is little monitoring 
and accountability in their spending (WASH-net 2014).  In addition, they provide 
technical support and build capacity on development planning, budgeting, project 
preparation and public financial management (Water Supply and Sanitation in Sierra 
Leone, 2011). 
Community Water Committees, otherwise known as WASH committees or 
Watsan committees, are established to oversee and manage community WASH 
activities, and in particular water supply.  Establishment of these committees, devolving 
responsibility for community management of water and sanitation to the community 
level, is set out in Sierra Leonian policy (Water Supply and Sanitation in Sierra Leone, 
2011).  These committees are responsible for operation, maintenance and repair of 
systems, as well as working with local authorities (i.e. Local Councils), collecting and 
managing tariffs, as appropriate. 
NGOs also play a significant role in water service delivery and capacity building, 
especially in rural areas.  NGOs facilitate physical construction, including procurement 
of materials, establishment of water committees, and facilitation of  training 
(Governance, Accountability and Effective Basic Service Delivery in Sierra Leone, 
2012).  They are also the primary source of funds for WASH activities in many rural 
areas.  However, it is also important to note that there is still significant inequality in 
WASH service delivery in rural areas, regardless of the service provider. Gelhard (2014) 
notes that projects tend to be concentrated in more accessible regions, and services are 
not extended to more remote areas, where access is more difficult.  
 Included Rural WASH Programs 
Twelve staff members from eight different organizations were interviewed with either 
active or past WASH programming in rural areas, as follows:  Oxfam, Care USA, Cord 
Aid, GOAL, World Vision, Concern, Africare, and Plan.  A summary of the 
distributions of these interviews is shown in the table below: 
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Table 36: Summary of rural WASH interviews conducted 
No. Organization No. of People interviewed 
Location of 
interview 
1 Oxfam 1 Kailahun 
2 Care USA* 1 Freetown 
3 Cord Aid 2 Kailahun 
4 GOAL 1 Freetown 
5 World Vision 3 Kono district 
6 Concern 2 Kono district 
7 Africare* 1 Freetown 
8 Plan 1 Kailahun 
Total 12 
* indicates organizations without active WASH programming, but who were involved in 
the sector at some point following the end of the war. 
Six of the organizations interviewed have active programming in the WASH 
sector in rural areas, while two had been involved in WASH programming previously, 
but they were not engaged in active implementation.  This is noted in the table above by 
marking the organizations without current active WASH programming with an asterix. 
There was generally homogeneity in terms of the types and scope of work 
undertaken by various organizations in the rural WASH sector.  All of the organizations 
interviewed were involved with one or both of the following activities: 1 – community-
based WASH, 2 – WASH in publics spaces (i.e. schools, PHU’s).  This is summarized 
in the following table: 
Table 37: Type of rural WASH interventions identified during field research 
No. Organization 
Community-based 
WASH 
WASH in public 
spaces 
1 Oxfam X X 
2 Care USA   X* 
3 Cord Aid X   
4 GOAL X   
5 World Vision X   
6 Concern X X 
7 Africare   X* 
8 Plan   X 
* indicates past programming 
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 The methodology for programming was also very similar across organizations, 
and all organizations were involved in both hardware and software activities, where 
hardware activities largely refer to construction and other technical aspects, and software 
activities refers to hygiene promotion, education, social mobilization, raising awareness, 
and institution building. 
 All six organizations involved in community-based WASH programs described 
their programs as providing communal/shared water points throughout the community 
and household latrines.  The two organizations involved exclusively in providing water 
and sanitation facilitates in public spaces focus on schools and/or health clinics.  For the 
organizations involved in the latter, they tended to focus less on software elements and 
more on construction activities. 
 The two organizations without any active programming were still included in the 
study as they specifically indicated that they were involved in WASH activities during 
the transition period. 
 Classifying Rural WASH programs: Development, Relief or 
Transition 
All of the participants interviewed with active WASH programming in rural areas 
indicated that they considered their program to be a development one. As noted earlier, 
all of the community-based WASH programs were similar programmatically, containing 
the same hardware and software components.  Further homogeneity in implementation 
was also found between organizations and the various elements of WASH programming. 
With respect to water supply, all organizations noted that they were providing 
small scale, local solutions, which focused on appropriate technologies, such as: gravity-
fed water systems, water wells, and rain-fed systems.  In terms of implementation, all 
organizations noted they required the community to contribute to the construction of 
water systems, including the provision of local labour and materials free of charge.  
However, any technical components (i.e. technical installation, and/or drilling) and 
materials not available locally were provided by the various organizations. 
All organizations placed significant emphasis on sustainability and capacity 
building.  All organizations noted that they were working closely with the community to 
establish and train WASH committees, to ensure that these committees are able to 
oversee operation, maintenance, and repair of the system.  They also all noted the 
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importance of community participation. The organizations emphasized that they worked 
closely with the community to ensure its full participation at all stages of the project.  
With respect to sanitation, all organizations with active community-based 
WASH programming, indicated that they were using the Community-Led Total 
Sanitation (CLTS) approach.  The CLTS approach is clearly considered a development 
approach to sanitation, which has gained traction worldwide.  Its adoption in Sierra 
Leone clearly signals the use and priority of development approaches in the sector. 
The classification of development that emerged from field staff also aligns with 
theory, as reviewed in Chapter 4.  This is shown and summarized in the table below: 
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Table 38: Comparison of elements of included Rural WASH Programs with the 
WASH Theoretical Framework 
Characteristic Relief Development Rural WASH 
Program 
Characteristics 
Primary 
programmatic 
objective 
Meet immediate 
basic needs 
Sustainable 
improvement in 
WASH coverage 
and behaviours 
Sustainable 
improvement in 
WASH coverage and 
behaviours 
Timeframe 
outlook 
Short to medium 
term 
Long term Long term 
Requirement for 
infrastructure 
outputs 
High output, quickly Slower outputs 
acceptable to 
accommodate and 
incorporate other 
community based 
inputs that 
contribute to 
sustainability 
Generally not 
specified but focus is 
on community 
construction and 
contribution so we can 
deduce that slower 
outputs are acceptable 
Ultimate 
responsibility for 
maintenance and 
repair 
Programming 
agency 
Community Will rest with 
community once the 
program is handed 
over.   
Community 
participation in 
project planning, 
including 
infrastructure 
planning 
Incorporated to the 
extent possible; often 
minimal 
Major focus Major component 
Technology Focus on meeting 
immediate need.  
Appropriate 
technology selected 
whenever possible, 
permanent 
infrastructure when 
appropriate and 
possible.  However, 
if needed, 
technology selected 
Appropriate 
technology, 
improved water 
and sanitation 
facilities.  
Technology meant 
to be permanent. 
All technology chosen 
is meant to be 
permanent.  Small-
scale appropriate 
technologies chosen 
for water supply.  
CLTS approach is 
often being 
implemented which 
affords less control to 
ensuring sanitation 
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may be transient 
and/or short term 
(i.e. water trucking) 
facilities are 
"improved". 
Access standards Specific 
international 
standards - SPHERE 
Suggestions and 
guidance exist, no 
specific 
international 
standards 
accepted 
throughout sector, 
may have national 
standards in 
respective 
countries  
Interviewees 
acknowledged 
existing national 
government standards 
but most are working 
towards SPHERE 
standards. 
Quality standards Specific 
international 
standards - SPHERE 
Specific 
international 
standards - WHO 
Using national 
government standards 
Work thorugh 
partnerships 
and/or 
community based 
organization 
When possible 
without comprosing 
the ability to deliver 
results quickly 
Important 
component of 
programming as 
considered an 
important element 
of sustainability 
Major focus 
Contribution of 
unskilled labour 
Often paid or food 
for work 
Voluntary, 
community-based 
contribution 
Community-based 
contribution 
Programmatic 
focus on 
community based 
supply chain 
management for 
mainentnance and 
repair of 
infrastructure 
Minimal Significant Significant – focus on 
using as many local 
materials as possible 
for water and 
exclusively local 
materials for 
sanitation. 
Financial 
contributions 
Implementing 
agency covers 
virtually all costs 
Community 
members expected 
to contribute in 
some capacity 
Community members 
expected to contribute 
in some capacity 
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Training Incorporated into 
programming; not 
primary focus - 
usually focuses on 
maintenance and 
repair of technology 
Proportionally 
greater amount of 
time and effort 
spent on this 
element, including 
broader coverage 
of topics, such as 
management of 
WASH 
committees 
Included.   
Hygiene 
Promotion 
Incorporated.  Often 
top down 
Incorporated to a 
greater extent than 
in relief 
programming.  
Greater attempt to 
use community 
based resources 
for peer to peer 
education 
Incorporated and 
using community 
based resources 
Institution 
building of 
community based 
organizations 
Minimal Strong focus Strong focus 
 
 Defining Development, Relief or Transition in the Rural 
WASH Sector 
As we have seen in the preceding section, all participants seemed to have a clear idea of 
what they considered to be the development programming in the rural WASH sector.  
Moreover, as we have also seen, their perception also aligned closely with the 
development aspects of WASH programming as set out in the literature.  To recap, 
developmental programming in the rural WASH sector was unanimously considered to 
contain the following key components:   
x Putting in place infrastructure that is meant to be permanent; 
x A focus on long-term sustainable impacts; 
x Community empowerment, participation and ownership of facilities; 
x Community contribution towards infrastructure; 
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x A focus on institution building, and community management and 
responsibility for facilities, including working through local community 
based organizations; and 
x Maximizing coverage for increased access to water and sanitation facilities. 
Participants were also asked about past programming; how it differed from 
current programming, and how this corresponded with their perceptions of programming 
in the relief and transition stages. Perceptions of relief were fairly consistent across 
participants and also closely aligned with the theory, as set out in Chapter 4.   
All of the organizations that were represented indicated that they considered their 
relief programming to have occurred during the war, as well as during the resettlement 
period that immediately followed.  They noted that resettlement occurred at different 
times in different places in the country, and the relief period thus varied accordingly.  
For example, Oxfam’s presence in the Kailahun area began in 2002.  The participant 
from Oxfam explained that the war both started and ended in the Kailahun district, and 
as a result, it is the district that was affected by conflict for the longest duration.  He 
further explained that Oxfam was the first NGO to arrive in the district following the 
war and that at that time, there was still substantial instability and insecurity in the 
region.  He described the initial situation that was encountered as dire, with a lack of all 
basic necessities.  With respect to water supply, he notes that “The few water sources in 
communities were used as graves and were contaminated.”  As a result, he explains that 
the initial Oxfam program that was established between 2002-2004 in Kailahun was still 
responding to an acute emergency situation and was thus implemented as relief, using 
relief-type approaches. 
Two respondents, from CARE and Africare, indicated that they were only 
involved in WASH activities during the immediately post-war period and considered 
those activities as relief, as they were part of their emergency response.  In their view, 
the emergency response extended to include the period of resettlement.  They explained 
that the focus at that time was to provide a minimal standard of access to safe facilities 
for returned and resettled people.  The participant from Concern also concurred, stating 
that: “relief work consisted of direct service delivery in the WASH sector.”.  While most 
organizations indicated that their programming did include some hygiene education, it 
was generally noted that during this time, the focus was on providing basic services 
quickly.  As result, programming was largely led top-down, with minimal community 
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participation and/or contribution, and minimal partnership with local organizations.  An 
interviewee from Oxfam actually noted that their early relief programming, during the 
resettlement phase, did not contain any soft programming at all. 
As noted in Chapter 4, there is no literature surrounding aid implementation in 
the WASH sector during post-conflict transition.  Participants were specifically probed 
on whether they believed there was a transition in the WASH sector, when it occurred 
and what it consisted of.  Many interviewees were very thoughtful and some struggled to 
answer.  Similarly, interviewees generally seemed to find it challenging when asked 
when they perceived the transition to end, as well as regarding their perception of when 
a development approach to programming would be appropriate.  The analysis below is 
based on the response of six interviewees from four organizations that were able to 
respond to these questions.  The responses were equally split with three participants 
from two organizations expressing that they believed a transition period does exist with 
respect to post-conflict rural WASH programming, and with three participants from two 
organizations expressing that they feel that the concept of transition is not relevant. 
 The participant from Oxfam explained that during the transition period, Oxfam 
still had some aspects of handouts built into their programming.  For example, he 
explained that they previously provided iron sheets and cement to support the 
construction of latrines.  In addition, they used to pay for labour to construct communal 
latrines in communities.  He was quick to highlight that Oxfam is now using the CLTS 
approach to sanitation.  As previously noted, in the CLTS approach, community 
members are required to construct household latrines from local materials that they 
provide, and without any payment for labour.  When asked about their approach to water 
supply, the participant noted that they do provide communal water points and that the 
community is responsible for provision of local materials and labour, while Oxfam will 
still provide any external materials that may be required, as well as technical assistance. 
When asked how he distinguished transition from development, he replied that 
the key difference lay in the project planning.  He explained that during the transition 
period, Oxfam was responsible for infrastructure planning whereas in their development 
approach, Oxfam undertakes its planning in partnership and with extensive community 
participation.  He also noted that in their development programming, Oxfam will not pay 
for labour or local materials, whereas during the transition, they would pay for these 
items.  
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Upon closer examination of this analysis, some ambiguities remain.  In essence, 
transition was defined a process of participatory planning and implementation, including 
requiring the community to provide local materials and labour.  However, as we have 
seen from Chapter 4, these characteristics are indistinct from development approaches to 
WASH.  When asked for further clarification, the participant noted Oxfam’s intervention 
in Kailahun District had been done in 3 stages, corresponding to each of relief, transition 
and development.  He differentiated the second and third stages largely in terms of 
Oxfam’s approach to sanitation, noting that CLTS only began in 2008, which 
corresponded to the beginning of the third stage, or development.  He mentioned that 
during the second stage, Oxfam introduced a comprehensive health and hygiene 
promotion program, which it did not have during the first stage.  This made the program 
more well-rounded and similar to a development program.  However, during the second 
phase Oxfam purchased all materials, including local materials and paid for labour, 
which, as we have already noted, is not the case in terms of their development approach.  
Retrospectively, however, it is important to note that the CLTS approach is a relatively 
new approach internationally, and while it only began in Sierra Leone in 2008, it was 
only starting to gain traction internationally at that same time.  As a result, it would be 
fair to say that adopting a CLTS approach in Sierra Leone at that time would have 
corresponded to adopting a cutting-edge approach to development in the WASH sector 
globally. 
When asked about Oxfam’s approach to WASH programming during what the 
participant termed the second phase, the participant noted that they used the 
Participatory Hygiene and Sanitation Techniques (PHAST), as well as Behaviour 
Change Communication (BCC) and IEC materials, which were appropriate 
development-based programming approaches at the time.  In addition, the primary new 
requirement of the CLTS approach requires that participants construct infrastructure 
from readily available local materials and provide their own labour free of charge.  Prior 
to the emergence of CLTS, these elements were not considered required, or even best 
practice within the field.  Given that CLTS was adopted in Sierra Leone in 2008, the 
assertion that the previous stage, in which local materials and labour were paid, was 
considered transition rather than development cannot be made as this was standard 
practice within the development field at that time.  As a result, I clarified this specific 
point with the interviewee, with the following exchange: 
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Interviewer:  OK. But in terms of international thinking, this approach, that you were 
using in the second phase, was using the best practices for development at the time?   
Alex:  Yeah. 
Interviewer:  CLTS is still new. In the second phase, would you consider it to be 
already development then? According to what was development at the time in the 
community? I mean now the thinking has changed in terms of... 
Alex:  Yeah. What I am saying, we were expecting development. Development has to go 
sustainability. We expect that new structures, community structures should have been 
there, and people should be able to be from there. 
From this exchange, we can clearly see that although the participant had used the 
term “transition”, firmly asserted its existence, and even characterized the difference 
between transition and development, when challenged on these differences, he ended up 
conceding that his view of transition was indistinguishable from development. 
The participant from Concern characterized their transition activities in two 
ways.  The first way in which he defined the transition was as a period in time where an 
organization is implementing and/or a community is receiving both relief and 
development assistance at the same time.  The second way he defined the transition 
period was as a time when the organization provided direct service delivery for a short 
period of time in order to meet a specific intermediary goal.  In the WASH sector, for 
example, this may mean using a more relief-type approach, such as water trucking, until 
a basic level of service is achieved (i.e. such as the construction of a couple of tap stands 
to provide rudimentary access), before shifting to a development approach when 
broadening access. 
The final two participants who were able to remark on what the transition in the 
WASH sector would comprise of and whether one existed, both felt that a transition 
period did not occur in terms of rural WASH programming. Cord Aid noted that they 
started working in the Kailahun district in 2004 and felt strongly that they had been 
implementing a development program from the outset.  The interviewees all concurred 
that the ground conditions were terrible when they initiated operations in Kailahun.  
They explained that at that time there was still a transit camp in the region to support the 
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resettlement of Liberian refugees and many displaced persons were still returning.  
Nonetheless, he stressed that they engaged with the community using development best 
practices and in a highly participatory manner from the outset of their work in the 
region.  He summarizes this succinctly in the following statement:  
What I want to say is, in the relief program, even before the development phase, to 
get them even in a meeting is difficult, so most of what we did was just for 
emergency purposes.  We just got them and tell them about the program and then we 
go ahead with it.  But when that time came to an end, we are now moving to 
development (Participant A Cord Aid). 
As a result, it is clear from this interview that the participants from Cord Aid 
agreed that in the context of rural WASH programming, they did not feel that a 
transition period existed, but rather felt that programming moved directly from relief 
into development.  Participant B from CordAid also stated the following: “You know 
development is actually a gradual process.  It’s not an event just coming in.”  The 
participant from Plan concurred with the assessment provided above.  He noted that they 
also began operations in the Kailahun District in 2004 and that they have implemented a 
development program from the beginning in the WASH sector.  From his perspective, 
there was in fact no transition (Participant A Plan). 
In summary, six interviewees from four participating NGOs were unable to 
provide responses to this portion of the interview, as they were unable to articulate what 
transition meant to them.  These participants either used the term ambiguously without 
definition, or stated that they were unable to provide a relevant definition.  However, 
these participants also did not provide a clear opinion expressing the inexistence of a 
transition period.   Three participants from two organizations, namely Oxfam and 
Concern, articulated that they felt there was a transition in post-conflict rural WASH 
programs.  However, the Oxfam participants were then unable to provide a definition of 
transition that was distinct from either relief or development programming in the sector.  
The participant from Concern was the only participant able to provide a definition, with 
the final three participants from CordAid and Plan expressing that they did not feel that a 
transition existed in the rural WASH sector and that programming, even in post-conflict 
environments, moved from relief directly into development.  The only two possible 
definitions that emerged, from the participant from Concern, are listed below: 
1. A period of simultaneous relief and development assistance. 
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2. A period where NGOs continue to directly provide services in the short term 
until the achievement of an interim goal, corresponding to the provision of a 
basic level of service. 
5.8. Indicators from the Rural WASH Sector 
Given that participants struggled to provide a definition of transition, it is not surprising 
that they also struggled when asked to provide indicators for the different phases.  In 
fact, participants were only able to provide indicators of development-readiness and also 
indicated that these same criteria were required to terminate relief assistance.  This 
further reinforced the notion that in the rural WASH sector, there is little or no transition, 
but rather programming moves directly from relief to development.  The development-
readiness indicators could be grouped into four categories, as follows: security, 
resettlement and/or shelter, basic needs, and productive activities.  These are 
summarized in the following table: 
Table 39: Development-Readiness Indicators in the Post-Conflict Context for 
WASH Programming 
Type of 
Indicator 
Development Readiness Indicator 
Security Removal of acute security threat 
Resettlement/ 
Shelter 
Resettlement must be well underway with a decreasing rate of 
returnees. 
People must have access to basic but safe, temporary shelter 
Basic Needs People have a basic level of access to services (water and sanitation) 
Productive 
Activities 
People resume engaging basic productive activities such as 
subsistence farming or income generating activities 
 
 As we can see from the table above, the indicators provided are very basic.  It is 
also interesting to note that none of these indicators are directly or specifically related to 
water and sanitation, perhaps with the exception of the basic needs requirement.  
Interviewees, across the sectors, noted that resettlement efforts took many years, but that 
the most intense efforts were concentrated in the first two years after the formal end of 
the war.  Moreover, the construction of facilities needed to provide the most basic level 
of access to improved facilities would not take very long, perhaps a couple of months.  
This seems to lead to the conclusion that relief activities in the rural WASH sector 
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should be extended into the post conflict period until the basic criteria, listed in the table 
above, are met.  In general, this would justify extended relief activities of between six 
months – two years beyond the end of a prolonged civil conflict. 
5.9. Perspectives from the Government: Relief, 
Development and Transition 
A representative of the Ministry of Energy and Water explained that it is simplest to 
define relief.  He explained that during the war, UNICEF and other NGOs provided 
water directly. He explained that people who were in displaced camps were supplied 
with temporary, collapsible tanks and water was being trucked in on a daily basis. While 
some wells were dug, they were developed to meet the immediate needs of the 
population being served rather than being developed as a permanent water supply for a 
community.  For example, their location was chosen to meet immediate needs, rather 
than strategically locating it within a community.  Similarly, community participation in 
planning, and project implementation was minimal, and the responsibility for repair and 
maintenance of the systems ultimately rested with the implementing NGO. 
A representative from the Ministry of Energy and Water explained:  
Well, [there was] minimal [government presence during the war], because the rebel 
government was in power and of course there was not much control.  So when the 
government came in, in 2002, they took inventory of the infrastructure that existed 
before the war, they discovered that most of there were now devastated, destroyed, 
demolished and therefore the government decided to go in again for donor support. 
  He further explained that it was not until September 2004 that Sierra Leone was 
approved for a World Bank loan to begin to address their recovery.  As a result, the 
representative expressed that he would classify the immediate post-war period from 
2002-2004 as a continued emergency, whereby relief assistance would still be 
appropriate, as it was a period where the government had very limited capacity and a 
significant shortage of funds. 
However, the Ministry representative then said that in his opinion the 
development phase for the water sector began immediately in 2004.  In his words: “At 
that time, it then became streamlined program which was completely mapped out for 
development purposes.”  When asked if there was a transition phase he explained that he 
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would consider the period from 2003-4 as a transition, and when asked how he would 
define transition in the WASH sector, he provided the following response:  
Well it’s a period in between the emergency and the development stage wherein 
government is now trying to make itself more stable and appeal to the demands of the 
population. During those days that government will sit down, map out strategies for 
development, or even come with a development plan, program, and approach donors 
for support.   
He further explained that in his view the transition and relief stages overlapped, 
as it was a period in which relief aid on the ground was still appropriate, but whereby the 
government was building their capacity and seeking resources to shift programming 
towards development.  Similarly, a second representative from the Ministry of Water 
and Energy clarified that there is also no fixed date where transition ends and 
development begins, but rather, it is a gradual process that leads to a shift in 
programming. 
A national water policy and strategic plan was launched in January 2011.  The 
two representatives for the Ministry of Energy and Water were asked to clarify if they 
considered the period from 2004-2011 to be that of development programming, even in 
the absence of a national policy.  Both agreed that they would.  However, they also 
stated that the government has begun taking on a much stronger coordination role with 
the launch of the national strategy.  They explained that before the launch of the new 
policy, aid work in the sector was haphazard and uncoordinated, with no accountability.  
NGOs could enter Sierra Leone and work in any area they wished, determine their own 
outputs and objectives, timeframes and implementation approach.  While the Ministry 
representatives both stressed that work undertaken during this period should have been 
implemented using development methodologies, they also note that this is not always 
what occurred.  They explained that: 
Approaches put in by some of the NGOs were not so appropriate in the sense that 
they should have been having a more longer term development approach but in fact 
they were doing a much more relief-type approach where they were just digging, and 
not thinking about other components of sustainability of the facilities. 
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5.10. Discussion and Conclusion 
This chapter has explored both the urban and rural WASH sector in Sierra Leone.  In 
particular, this chapter has explored field staff’s perceptions of relief, development, and 
transition activities.  Interviewees, both within and across each of the rural and urban 
sectors, generally had a clear and unambiguous understanding of what relief and 
development assistance entailed.  Unsurprisingly, their perceptions were also coherent 
with theory, as outlined in Chapter 4.   
 Some interesting findings emerged when exploring field perspectives of 
transition.  The first most notable finding is that a transition period, or transition 
activities, could not be clearly defined for the rural WASH sector. The indicators that 
were highlighted included: establishing security, resettlement and shelter, meeting basic 
needs and resuming productive activities.  None of these indicators lends themselves to 
defining specific activities within the WASH sector that could be done following the 
emergency relief phase and prior to commencing a development-type approach.  Rather, 
some of these indicators would justify the extension of relief interventions beyond the 
termination of the war and through the resettlement period.  However, based on the field 
data collected, it would seem that a development approach would be suitable in the rural 
WASH sector towards the end of the resettlement period, which in Sierra Leone, is 
generally considered to have lasted two years. 
 In contrast, in the urban WASH sector, a clear transition could be identified.  The 
key transition activity that was identified involved institution building.  In the urban 
sector, in Sierra Leone and commonly elsewhere, there is a service provider in the water 
sector in urban centers, which are areas with high population density.  In order for a 
development program to proceed in such a context, appropriate operational authorities 
must be in place, including providing sector oversight and service, even if poorly.  This 
can take some time to develop in post-conflict environments that follow a prolonged 
war.  A transition would thus consist of institution building, including supporting the 
formation and organization of development of oversight bodies, supporting the 
development of sectoral policies and budgets, logistical support, and capacity building.  
It is worth noting that the NWSP policy was only published in Sierra Leone in 2011, and 
many interviewees pointed to the existence of that document as a signal that the country 
was ready for the FUWP. In the rural sector, Local Councils are responsible for 
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development, including infrastructure development, but their role differs in that they are 
not direct service providers.  Most rural WASH programming relies on small-scale, 
community operated, appropriate technologies, which have no reliance of government 
involvement for their operation.  This is a key difference between the urban and rural 
WASH sectors. 
 There were a few other indicators and/or activities noted as transition for the 
urban sector, as follows: activities to overcome dependency mentality, permanence of 
the population, meeting basic needs, and rehabilitation.  As with the rural sector, most of 
these indicators and activities, and specifically, the permanence of the population, and 
activities aimed at meeting basic needs and rehabilitation, pertain to the resettlement 
period and do not clearly identify activities that could be done in the transition, or 
between the conclusion of providing emergency assistance and beginning development 
programming.  Rather, these indicators may justify the extension of relief programming 
through the resettlement period, as discussed with regards to the rural sector.  The issue 
of overcoming the dependency mentally is not specific to the WASH sector, and as we 
will see, it will also emerge in interviews conducted within the health and food security 
sectors.  As a result, this may be considered as an overall transition activity in the 
immediate post-conflict period, rather than one that is specific to the sector. 
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Chapter 6. Health 
6.1. Chapter Overview 
This chapter focuses on the health component of this thesis.  The chapter will begin by 
looking at the health context in Sierra Leone.  The institutional and policy context of the 
health sector will also be reviewed.  The chapter will then look at field programming 
presently occurring in health sector.  The programs will be analyzed in order to ascertain 
whether programming can be classified as relief, development or transition, and the 
rationale for classification will be examined.  Perspectives from field staff will be 
examined in order to hypothesize a sector-specific definition of transition and indicators 
for developmental programming.   
It is important to note at this point that the issues of sanitation and hygiene, as 
well as nutrition, have been, or will be, dealt with outside of the scope of this chapter.  
Sanitation and hygiene have already been discussed as part of the preceding chapter, and 
as such the discussion contained within this chapter will focus on MDGs 4-6.  While 
nutrition is not an explicit goal within the MDGs, it is recognized as an important 
element of health. As we will see, nutrition programs in Sierra Leone are interwoven 
with actions directly aimed at addressing Goals 4-6.  Nonetheless, nutrition will be 
discussed separately in the next chapter, in line with the SPHERE standards, which 
separate out humanitarian assistance indicators for health and nutrition respectively. 
6.2. Population Health Overview in Sierra Leone 
Sierra Leone has some of the worst health indicators in the world (World Vision 
International Annual Review 2011).  Immediately after the war, in 2002, the maternal 
mortality ratio was 2000/100,000 live births and the under-five mortality rate was 
286/1,000, which was the highest in the world (Multiple Indicator Cluster Survey 2000).  
As a result, it was essential that the Government of Sierra Leone prioritize health, and 
particularly reproductive health (Free Health Care Initiative: Unfpa Support In Sierra 
Leone, 2013).  The most recent Demographic and Health Survey (2014) shows 
significant improvements in this area, with the under-five mortality rate falling to 156 
deaths per 1000 births in 2013.  While this is a substantial improvement, Sierra Leone is 
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still categorized as having some of the worst reproductive health related indicators 
globally (Free Health Care Initiative: Unfpa Support In Sierra Leone, 2013).  
Additionally, the Sierra Leone Ministry of Health cautions against overstating 
the improvements noted in the survey, as improvements have appeared to plateau most 
recently.  While the statistics suggest an improvement of mortality conditions from the 
end of the war until early 2010, the estimated rates were actually higher for the 2013 
survey compared with the same reporting period for the 2008 survey.  The reports 
suggest that any noted discrepancy in mortality rates between the two surveys is 
probably a result of an underestimation of mortality in the 2008 survey (Sierra Leone 
Demographic and Health Survey 2013).  
 The Countdown to 2015 initiative was a joint UN and civil society project, 
which tracked the health interventions in the country (Countdown to 2015: Maternal, 
Newborn & Child Survival, 2015).  Data from the project demonstrated the following to 
be the main causes of child mortality in Sierra Leone: Neonatal deaths (23%); Diarrhea 
(20%); Pneumonia (16%); Malaria (13%); Measles (5%); Injuries (3%); and HIV (2%).  
The data also showed that 21% of children under five years of age are underweight, with 
36% having stunted growth and 10% suffering from acute malnutrition (wasting) 
(Countdown to 2015: Maternal, Newborn & Child Survival, 2015).    
As noted, some of the leading causes of under-five mortality in Sierra Leone are 
from diseases that are vaccine-preventable, and universal immunization of children 
against tuberculosis, diphtheria, whooping cough (pertussis), tetanus, polio (DPT), and 
measles is considered essential to reducing infant and child mortality (Sierra Leone 
Demographic and Health Survey 2013).  Sierra Leone has adopted the guidelines of the 
World Health Organization for childhood immunizations, as follows: 
Table 40 WHO Vaccine Schedule For Infants During First Year of Life 
Vaccine Preventable Disease No. of injections 
Tuberculosis (BCG) 1 
Diphtheria, pertussis, and tetanus (DPT) 3 
Polio 3 
Measles 1 
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In addition, the Sierra Leone Ministry of Health has also recommended that 
children receive the three doses of the hepatitis B vaccine, with the first dose given as 
close to birth as possible.  A recently introduced vaccine, Pentavalent, is now replacing 
the DPT and Hepatitis B vaccines as it incorporates these vaccines into one.  The 
Pentavalent vaccine also includes vaccination against Haemophilus influenzae type B 
(Hib) and is administered according to the DPT schedule (Sierra Leone Demographic 
and Health Survey 2013). 
 The SLDHS (Sierra Leone Demographic and Health Survey 2013) found that 
only 58 percent of children age 12-23 months received all of the recommended 
vaccinations by the age of 12 months.   Furthermore, older children (46%) were found to 
be less likely to have received all of their vaccinations compared to younger children.  
The data showed that the compliance rate starts out quite high but demonstrates an 
increasing dropout rate with each subsequent vaccine.  This is demonstrated by the 
findings that 95% of children receive the BCG vaccine, while only 68% receive the 
measles vaccine at one year of age (Sierra Leone Demographic and Health Survey 
2013).  The report also notes a dropout rate 18% for DPT and 16% for polio.  
Nonetheless, the data trends do show that improvements have occurred as the proportion 
of children fully vaccinated by one year of age increased from 31% in 2008 to 58% in 
2013.  Additionally, only 4% of children were found not to have received any of the 
recommended immunizations, which is also a substantial improvement from the 17% 
that was found in 2008 (Sierra Leone Demographic and Health Survey 2013).  
Nonetheless, it is still clear that there is work to be done in order to achieve the goal of 
universal vaccination. 
 As previously noted, Acute Respiratory Infections (ARIs), and in particular 
pneumonia, are also a significant contributor to child mortality.  Prevalence of ARI 
symptoms is often used as a proxy for rates of pneumonia.  Data showed that health care 
services were provided for approximately 72% of symptomatic children under five, 
compared with only 58% of symptomatic children over five.  Forty-five percent of 
children under 5 with ARI symptoms were treated with antibiotics (Sierra Leone 
Demographic and Health Survey 2013).  World Vision (World Vision International 
Annual Review 2011) noted that only 27% of children with pneumonia are treated with 
antibiotics in time.  
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Another major cause of illness in Sierra Leone is malaria.  Transmission of 
malaria is via mosquito and is generally high and stable in Sierra Leone, with seasonal 
peaks at the beginning and end of the rainy season (Sierra Leone Demographic and 
Health Survey 2013).   The Ministry of Health set a target to increase prompt and 
effective treatment of malaria from 50 percent in 2010 to 80 percent for all age groups 
by 2015 (Sierra Leone Malaria Control Strategic Plan, 2010).  According to the 
National Malaria Control Program treatment policy, which was introduced in 2010, all 
fevers should be treated for malaria with ACT (Sierra Leone Malaria Control Strategic 
Plan, 2010).  The most recent SLDHS found that only 40% of children under the age of 
five, presenting with fever, had blood taken for testing (Sierra Leone Demographic and 
Health Survey 2013).  However, the same report showed that some people are receiving 
malaria treatment even in the absence of confirmatory testing, as 48% of children under 
the age of five, presenting with fever, took antimalarial drugs.  While these figures are 
already low to begin with, the data further showed that only 36% took the antimalarial 
drugs on the same day that the fever started.  Antimalarial drugs must be started as early 
as possible in order to minimize the effects, severity and complications related to 
malaria, as well as the associated mortality. 
HIV and AIDs also remain a significant cause of illness in Sierra Leone.  Over 
the years there have been several different means of collecting data to estimate HIV 
prevalence rates in Sierra Leone.  The estimated national rate of HIV in the population 
was found to vary according to the survey or data collection method used, ranging from 
1% to 4% (Sierra Leone Demographic and Health Survey 2013).  The SLDHS estimates 
that the current prevalence rate of HIV amongst adults, between the ages of 15-49, is 
approximately 1.5% (Sierra Leone Demographic and Health Survey 2013).  The report 
notes that HIV prevalence has appeared to stabilize, as the rate remained constant 
between the 2008 and 2013 surveys.  Despite this apparent stabilization, there are still an 
estimated 4100 new infections per year (Sierra Leone Demographic and Health Survey 
2013).  The most recent SLDHS found that only 38 percent of women and 14 percent of 
men have had testing for HIV and received results (Sierra Leone Demographic and 
Health Survey 2013).  Despite these low statistics, this is still considered a significant 
improvement from the 2008 SLDHS, which showed that only nine percent of women 
and seven percent of men had ever undergone HIV testing and received results (Sierra 
Leone Demographic and Health Survey, 2008). 
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 Diarrheal diseases and malnutrition are also very important health issues that 
have a significant impact on both morbidity and mortality in Sierra Leone.  Diarrheal 
disease largely results from inadequate access to clean and safe water and sanitation.  As 
this issue has already been addressed in the preceding chapter, discussion of this 
particular problem will be excluded from this chapter.  Similarly, the issue of food 
security and nutrition will be discussed in the next chapter and will also be excluded 
from this chapter.  Health issues affecting the population within any country are diverse 
and complicated.  As a result, this synopsis cannot provide an overview of all possible 
health issues facing the population in Sierra Leone.  Nonetheless, it has provided an 
overview of some of the most significant and widespread population health challenges in 
Sierra Leone, which the government has prioritized to address. The next section will 
address specific health policies aimed at addressing the health challenges identified in 
this section. 
6.3. Policy Context in Sierra Leone 
 Overview 
The Government of Sierra Leone, through the Ministry of Health and Sanitation 
(MOHS), holds responsibility for health policy and health care provision within Sierra 
Leone.  MOHS reviewed its National Health Policy in 2002, and articulated the 
following areas as priorities within the health sector for Sierra Leone: reproductive 
health including maternal and neonatal health, malaria, HIV/AIDS, TB, child health, 
nutrition, and water-, food-, and sanitation-borne diseases, disability and mental health 
(Sierra Leone Demographic and Health Survey 2013).  Later, Sierra Leone developed its 
first National Health Sector Strategic Plan covering the period from 2010 to 2015. The 
plan aimed to provide a framework for all stakeholders in the development of the 
national health system (National Health Sector Strategic Plan, 2009).  One of the 
primary stated objectives of the Plan was to provide “the framework that will guide the 
efforts of the Ministry of Health and Sanitation (MOHS) and its partners over the next 
six years in attaining the health related MDGs” (National Health Sector Strategic Plan, 
2009, p. i). 
The following four MDGs are specifically related to health ("Millenium 
Development Goals and Beyond,"):  
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GOAL 4: REDUCE CHILD MORTALITY 
x Target 4.A: Reduce by two thirds, between 1990 and 2015, the under-five 
mortality rate 
GOAL 5: IMPROVE MATERNAL HEALTH 
x Target 5.A: Reduce by three quarters, between 1990 and 2015, the 
maternal mortality ratio 
x Target 5.B: Achieve, by 2015, universal access to reproductive health 
GOAL 6: COMBAT HIV/AIDS, MALARIA AND OTHER DISEASES 
x Target 6.A: Have halted by 2015 and begun to reverse the spread of 
HIV/AIDS 
x Target 6.B: Achieve, by 2010, universal access to treatment for 
HIV/AIDS for all those who need it 
x Target 6.C: Have halted by 2015 and begun to reverse the incidence of 
malaria and other major diseases 
GOAL 7: ENSURE ENVIRONMENTAL SUSTAINABILITY 
x Target 7.C: Halve, by 2015, the proportion of the population without 
sustainable access to safe drinking water and basic sanitation. 
There are also several other national strategies of note that address various 
aspects of the priorities listed above. The following three subsections will discuss 
strategic initiatives relating to child and maternal health, HIV and AIDS and malaria.  
However, before doing so, it is important to note that the Government of Sierra Leone 
has limited resources, and as a result, the implementation of these plans will depend 
heavily on resources and priorities of external aid organizations. 
 Child and Maternal Health 
The Reproductive and Child Health Strategic Plan was launched in 2008 with the aim of 
reducing maternal and child mortality, and was the forerunner to the Free Health Care 
Initiate.  The Strategic Plan was consistent with the Poverty Reduction Strategy Paper or 
Agenda for Change (2008-2012) that was introduced in the same year (An Agenda for 
Change: Second Poverty Reduction Strategy (2008-2012), 2008; "UNFPA - United 
Nations Population Fund," 2016). In addition, the First Lady of the Republic of Sierra 
Leone, launched the Sierra Leone chapter of the Campaign for the Accelerated 
Reduction of Maternal Mortality in Africa – CARMMA ("Campaign on Accelerated 
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Reduction of Maternal, New Born and Child Mortality, n.d."), one month before the 
launch of the FHCI.  The Campaign has been taken to all districts through high-level and 
community advocacy events.  The key messages of CARMMA include the promotion of 
the following aspects: family planning, use of skilled birth attendants, ante-natal care, 
prevention of teen pregnancies and early marriage, improved nutrition, prevention of 
malaria in pregnant women, and women’s sexual and reproductive rights (An Agenda for 
Change: Second Poverty Reduction Strategy (2008-2012), 2008). 
The Free Health Care Initiative (FHCI) was introduced in April 2010 (UNFPA, 
2016). It provides free of charge access to medical care to pregnant women, lactating 
mothers and children under five years of age.  The Free Health Care Initiative focuses on 
the following six priority pillars, as follows: 
1. Logistics, Drugs and Supplies 
2. Facilities Improvement 
3. Human Resources for Health 
4. Strengthening Oversight, Coordination and Management 
5. Communication of the Policy 
6. Monitoring and Evaluation 
According to World Vision (World Vision International Annual Review, 2011), 
the Government of Sierra Leone has set ambitious targets to reduce the under 5 mortality 
rate to 80/1,000 live births, the infant mortality rate to 55/1,000 live births and maternal 
mortality rate to 450/100,000 live births by 2015. The FHCI is aimed at helping meet 
these targets, as well as generally providing medical services to vulnerable groups.  The 
program is primarily funded by the United Kingdom Department for International 
Development (DFID) and UNICEF, and supported by international NGOs.  
 HIV and AIDS 
A National AIDS Commission and Secretariat was formed in Sierra Leone and 
developed the National Strategic Plan (NSP) on HIV/AIDS 2011–2015 to help guide 
the national AIDS response.  The Strategic Plan incorporates the MDG goal to  “have 
halted and begun to reverse the spread of HIV/AIDS by 2015” (MDG Goal 6A).  The 
NSP sets out six thematic areas of focus, as follows (Source: NSP 2011, p. xiii): 
“a) Coordination, Institutional arrangements, Resource Mobilisation and 
management  
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b) Policy, Advocacy, Human Rights and Legal Environment  
c) Prevention of New Infections  
d) Treatment of HIV and Other Related Health Conditions  
e) Care and Support for the Infected and affected by HIV and AIDS and  
f) Research, Monitoring and Evaluation” 
In addition, the plan sets out the following specific expected outcomes or results for the 
plan (Source: NSP 2011, p. xiii): 
i. “Coordinating structures at national and decentralized level effectively 
manage implementation. 
ii. Laws and policies protecting the rights of PLHIV (People Living with HIV) 
and orphans are widely applied. 
iii. Incidence of HIV is reduced by 50%. 
iv. Morbidity and mortality amongst the PLHIV are reduced. 
v. People infected and affected have the same opportunities as the general 
population. 
vi. Research, monitoring, and evaluation systems strengthened at all levels.” 
 Malaria 
To reduce the burden of malaria in Sierra Leone, the Ministry of Health and Sanitation 
established the National Malaria Control Programme (NMCP) in 1994.  The guiding 
document for malaria control is the National Malaria Control Programme Strategic Plan 
(2011–2015) (Sierra Leone Malaria Control Strategic Plan, 2010).  This strategy 
informs all interventions and sets national targets based on established indicators.  
Specifically, the targets set out by this plan are as follows: 
“1. To increase prompt and effective treatment of malaria from 50 percent in 2010 
to 80 percent for all age groups by 2015. 
2. To reduce by 50 percent the proportion of severe malaria cases by 2015. 
3. To increase access to the uptake of at least two doses of intermittent preventive 
treatment (IPTp) among pregnant women at health facility and community levels 
from 72.3 percent to 90 percent by 2015. 
4. To increase the percentage of people having access to at least one prevention 
method such as long-lasting insecticidal nets (LLINs), indoor residual spraying 
(IRS), and or other methods from 25.9 percent to 80 percent by end of 2015. 
 198 
5. To increase the use of at least one prevention method, LLINs, IRS, and/or other 
appropriate methods among the entire population to 80 percent by 2015. 
6. To increase the knowledge, attitudes, and skills of the general population 
towards the use of preventive and control measures against malaria from the 
current levels to 80 percent by 2015. 
7. To strengthen the management and implementation capacity of the National 
Malaria Control Programme through effective coordination of partners. 
8. To strengthen surveillance, monitoring, evaluation and operational research for 
effective programme management.” (Sierra Leone Demographic and Health 
Survey 2013)  
This section discussed strategic policy initiatives to address health problems in Sierra 
Leone. The following section will examine the questions of operational health planning 
and health service delivery, accessing institutional structures and the shortages of Sierra 
Leone health care system. 
6.4. Service Delivery for the Health Sector 
The Ministry of Health and Sanitation is responsible for operating all government health 
facilities within the country.  For the purposes of health planning and service delivery, 
MOHS divides the country into 13 health districts, which covers all 149 chiefdoms 
(National Health Sector Strategic Plan, 2009). 
There are three tiers of health care facilities within Sierra Leone.  Primary health 
care is delivered through Peripheral Health Units (PHUs) or Community Health Centers 
(CHCs).  District hospitals provide secondary care, and national hospitals are tertiary 
care facilities.  UNICEF estimates that there are approximately 1185 PHUs operating 
within Sierra Leone.  PHUs can consist of Maternal and Child Health Posts (MCHP), 
Community Health Posts (CHPs), and/or Community Health Centers (CHCs) 
("UNICEF: Statistics at a Glance: Sierra Leone," 2013).  
MCHP’s are the most basic level of care available and are located in villages 
throughout the country.  There are 577 MCHPs in Sierra Leone, serving between 500-
5000 people each (MOHS), and making up 49% of all the PHUs in Sierra Leone 
("UNICEF: Statistics at a Glance: Sierra Leone," 2013).  They are staffed by maternal 
child health aides (MCH aides), who are trained in family planning, health education, 
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managing minor illnesses, antenatal care, deliveries, postnatal care, growth monitoring 
for children under five and vaccinations.  MCH aides are also trained to determine when 
the next level of care is required, and refer patients accordingly.  MCHPs are staffed 
with MCH aides who also supervise the traditional birth assistants and attend to roughly 
90% of community deliveries ("UNICEF: Statistics at a Glance: Sierra Leone," 2013).  
Community Health Posts are the next level care within the primary health care 
system.  There are 343 CHPs in Sierra Leone, serving a population of 5000-10,000 each 
(MOHS), comprising 29% of all PHUS ("UNICEF: Statistics at a Glance: Sierra Leone," 
2013).  They are generally located in small towns and incorporate all the capacities held 
by the MCHP with some additional capacity in the prevention and control of 
communicable diseases and rehabilitation.  CHPs are run by State Enrolled Community 
Health Nurses and MCH aides. 
Community Health Centers (CHCs) are the most advanced level of public 
primary health care available in Sierra Leone.  There are 265 CHCs throughout the 
country, each serving a population of 10k-30k, and making up 22% of all PHUS 
(UNICEF).  They tend to be larger than MCHPs or CHPs, contain a laboratory, as well 
as space for inpatient care.  The CHCs incorporate all capacities contained with the 
CHPs and MCHPs, but also have an increased capacity to handle more intensive care 
and complications.  CHCs employ Community Health Officers, State Enrolled 
Community Health Nurses, midwives, laboratory technicians, pharmacy technicians, an 
epidemiological disease control assistant and an environmental health assistant.  The 
MOHS policy specifies that each Chiefdom should have at least one CHC. The CHC(s) 
are responsible for supervising all other posts within their Chiefdom, as well as the 
health workers within them. The CHC(s) essentially take responsibility for the health of 
the whole Chiefdom (Source: http://health.gov.sl/?page_id=326). 
The next level of care, or Secondary care, is provided by District hospitals.  
District hospitals offer outpatient services for referred cases from PHUs and the people 
living within its vicinity, inpatient and diagnostic services, accident and emergency 
management, and technical support to PHUs (National Health Sector Strategic Plan, 
2009). Referrals to the district hospital can include major surgery under general 
anesthesia, X-rays, and emergency obstetric care including C-sections. District hospitals 
have access to a wider range of drugs and laboratory services than the PHUs.  The staff 
working at the district hospitals include doctors, OB/GYNS, surgeons, anesthesiologists, 
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pediatricians, midwives, lab technicians, X-ray technicians, pharmacists, dentists, and 
dental technicians. Each district hospital covers a population of about 500,000 people. 
(Ministry of Health and Sanitation).  There are 28 government run district hospitals in 
Sierra Leone (National Health Sector Strategic Plan, 2009). 
 Finally, tertiary care is provided at the two national hospitals in Sierra Leone, 
both located in Freetown, and manages the over flow from the district hospitals.  The 
national hospitals are the best-equipped government hospitals in Sierra Leone, and most 
nurse and doctor training occurs at these hospitals.  
Connaught Hospital is the main referral hospital in Sierra Leone.  With 4 general 
physicians on staff, Connaught provides all the medical services that the district 
hospitals and PHUs offer, but has access to more support staff, drugs, and medical 
equipment.  Connaught provides treatment for HIV/AIDS, TB, Leprosy, and has 
ophthalmology services, physiotherapy, oral health and an outpatient department for 
emergency care <King’s Sierra Leone Partnership>.  
Princess Christian Maternity Hospital is the tertiary hospital for child and 
maternal health.  The hospital employs two doctors, four midwives, 10 State Enrolled 
Community Health Nurses, two pharmacists, two lab technicians, 2 lab technicians, and 
a nurse anesthetist. This hospital, with a capacity of 100 beds, like all government run 
hospitals in Sierra Leone, is lacking in medical equipment and supplies <Mamaye>.  
 In addition to the public health delivery facilities, Sierra Leone also has two 
private hospitals and 45 private clinics (National Health Sector Strategic Plan, 2009). 
Private facilities are much better funded and have better trained staff and quality 
equipment.  However, the private facilities tend to cater to the wealthy elite, with the 
vast majority of Sierra Leoneans being unable to access services at these facilities.  The 
private facilities, which are entirely user funded, will be considered outside the scope of 
the ensuing discussions. 
According to World Vision (World Vision International Annual Review, 2011), 
the health system is unequipped to handle the country’s population, with a low density 
of health care workers (1.9 per 10,000) and vast inequity in distribution with 
concentration in urban cities.   
Medical staff shortages in Sierra Leone range from 40 – 100% (National Health 
Sector Strategic Plan, 2009). In addition to this, access to medicine and health 
technology is still widely unavailable to the general population, despite the National 
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Medicines Policy and the Standard Treatment Guidelines. These policy documents, 
launched in 2012 by the Ministry of Health and Sanitation, fail to address the issue of 
availability of health technologies to the general population. About 70% of drugs and 
related supplies are provided to government-run hospitals by the private sector. This is 
due to a number of reasons, such as staff shortages, lack of funding, and inadequate 
storage facilities (National Health Sector Strategic Plan, 2009). Medical shipments are 
often not made on time and hospitals seldom receive all the supplies that they ordered 
(Amnesty International, 2009). 
Having examined the questions of health problems, strategic planning and health 
service delivery in Sierra Leone, the next section will provide research analysis of 
interviews with representatives from organizations operating health programs in Sierra 
Leone.  These interviews provide insight regarding health programming approaches on 
the ground and how practitioners perceive and understand each respective phase of 
relief, development, and transition. 
6.5. Overview of Field Research and Active NGO 
Programming 
The research in this chapter is based on interviews held with 26 people in 12 
organizations that were actively operating health programs, exclusive of nutrition or 
water and sanitation, in Sierra Leone.  The organizations that participated in this study 
are as follows:  Sierra Leone Red Cross, Concern Worldwide, Africare, Save the 
Children, Care, World Vision, Goal, Plan, the International Rescue Committee (IRC), 
Catholic Relief Services (CRS), HASTA (local NGO implementing partner), and Hellen 
Keller International.  The distribution of health-related interviews amongst these 
organizations is shown in the table below: 
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Table 41: Number and locations of health related interviews by NGO 
No. Organization 
Number of People 
Interviewed in Health 
Program 
Location of 
Interview 
1 Sierra Leone Red Cross 3 Freetown 
2 Concern 1 Freetown 
3 Africare 1 Freetown 
4 Save the Children 2 Field staff from Kailahun 
5 CARE 3 Freetown 
6 World Vision 4 
3 Staff in Kono 
District, 1 in 
Freetown 
7 GOAL 1 Freetown 
8 IRC 3 1 Staff in Freetown, 2 in Kono District 
9 Plan 2 1 Staff in Freetown, 1 in Kailahun 
10 CRS 1 Freetown 
11 Hellen Keller International 3 Freetown 
12 Health and Social Development Association (HASTA) - local NGO 2 Khailahun 
 Total 26  
While there was generally homogeneity in terms of the types and scope of work 
undertaken by various organizations in the WASH sector, this was not the case in the 
health sector.  The majority of NGOs were engaged in work relating to reproductive, 
maternal and child health and/or HIV/AIDS.  However, there were some other areas that 
were actively being addressed.  The distribution of work by NGOs in the health sector, 
across various themes, and amongst participating NGOs, is shown in the following table:   
Table 42:  Number of participating organizations with active programming on 
various health themes 
Theme 
Number of 
Organizations 
Reproductive, Maternal and Child Health 8 
HIV/AIDS 7 
Malaria, TB and other tropical illnesses 3 
Construction and/or rehabilitation of health facilities 3 
Improving access to health care outside of maternal and 
child health 2 
Immunization 2 
Gender Based Violence 1 
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It is important to note that many NGOs had active programming in more than 
one thematic area.  The activities that were being undertaken by the participating NGOs 
could be generally classified into the following categories: education, advocacy, 
construction, medical support and direct service delivery.  Activities included in the 
education classification incorporated community and school based training, health 
related group and/or club formation, training of health care workers and/or Government 
health staff, training of trainers and/or training the teachers, awareness raising and use of 
behaviour change communication materials, social marketing, and home based visits 
aimed at raising awareness and providing information.  Activities included in the 
advocacy classification comprise research aimed at informing policy or practice and 
lobbying of the government for policy, legislative, and/or regulatory changes.  The 
construction category included new construction of clinics and rehabilitation of existing 
structures.  Medical support refers to the provision of medical equipment, health clinic 
furniture, drugs and the coordination of logistics, such as distribution and/or 
transportation of vaccines.  Finally, direct service delivery refers to medical, diagnostic 
and/or treatment activities. 
A summary of the different types of programming that were being implemented, 
as well as the classifications of these activities by the various NGOs can be found in the 
subsequent table: 
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Table 43: Active NGO Health Programs and Activity Classification from Field 
Work 
Organization Theme General Activities Activity Type 
Sierra Leone 
Red Cross 
HIV/AIDS 
Social mobilization and 
information provision 
Education 
Home based support for people 
living with HIV and AIDS - 
this includes training caregivers 
on how to care for them; 
counselling, provision of 
nutritional support, and 
provision of income generation 
activities 
Monitor their use of 
antiretrovirals to ensure they 
comply with their treatment 
plans.  The drugs themselves 
are free in Sierra Leone. 
Make referrals to the hospital 
as needed 
Communicable 
Diseases, (i.e. TB 
and Lassa fever) 
including Malaria 
Bed net distribution Logistics 
support, 
education 
Information dissemination and 
awareness raising 
Referral to hospital if needed 
Reproductive and 
Child Health 
Formation of mothers groups 
who conduct peer education on 
relevant health issues, such as 
importance of exclusive 
breastfeeding, and 
immunization. Education 
Provide training to mothers 
groups in community based 
first-aid and other areas as a 
basis for the peer education 
Concern 
Improving 
Access to Family 
Care 
Train and provide materials to 
Blue Flag Volunteers 
Education 
Train Traditional Birth 
Attendants (TBA) 
Community based health 
promotion, mobilization and 
education (i.e. hygiene 
promotion, malaria prevention) 
Maternal, 
Newborn and 
Child Health 
Rehabilitation, construction, 
and providing equipment and 
medication to health facilities 
(MCH) 
Construction, 
Education, 
Medical 
Support 
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Education through Mothers 
clubs aimed at pregnant and 
lactating mothers 
Community based education 
Building Local 
Capacities 
Research documenting best 
practices 
Advocacy Evidence based advocacy directed towards government 
Building local partnerships for 
sustainability 
Africare HIV/AIDS 
Peer health education focusing 
on prevention of HIV/AIDS 
Education Health clubs established in schools and in community 
Train the teachers and train the 
trainers (via health clubs) 
Save the 
Children 
Increase access to 
reproductive 
health services 
Construction of health clinics 
Construction, 
Education, 
Advocacy, 
Medical 
Support 
Strengthen capacity of health 
care staff.  Trainings target 
PHU staff and the Ministry of 
Health staff. 
Strengthen capacity within 
community.  Trainings targeted 
at adolescents and caregivers, 
development of health 
management committees, 
reproductive and sexual health 
groups, hygiene promotion 
groups 
Newborn and child survival 
campaign to abolish user fees.  
With intro of Free Primary 
Health Care, program has 
shifted to monitoring and 
support, in particular logical 
support (provision of 
equipment, transport, and 
drugs) 
CARE HIV/AIDS 
Social marketing of condoms 
Education 
Supply management - ensuring 
availability of condoms at low 
cost through private sector 
channels 
Behaviour Change 
Communication 
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Awareness raising on gender 
based violence, harmful 
traditional practices 
Maternal and 
child health 
Promotion of community 
management and treatment of 
child illness using BCC 
materials, including social 
marketing and mass media 
Construction, 
Medical 
support, 
Education 
Train community health 
volunteers on treatment of 
childhood illnesses, and 
supervise them in conjunction 
with PHU staff 
Birth wait homes - work in 
cooperation with district health 
team to construct and operate 
homes, located next to PHUs, 
where woman at risk can go 
and wait to give birth and 
ensure they are close to 
medical services 
Educate the women on good 
breastfeeding practices, 
nutrition practices for 
newborns, the importance of 
immunization  
World Vision 
HIV/AIDS 
Raising awareness and capacity 
building of children on HIV 
and ways to prevent it Education, Medical 
Support Immunization 
Provide logistical support to 
transport the vaccines as part of 
immunization campaigns 
GOAL Child and youth health 
Work with Community Health 
Volunteers for community 
management of illness and 
referral of children to PHU 
  
Training of PHU staff 
Community based health 
promotion 
Provision of GOAL voucher to 
cover cost of medical care 
(Free health care initiative 
provides free health care to 
children under 5 but with it's 
introduction, previously free 
drugs for poor kids and 
disadvantages youths became 
no longer free 
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Rehabilitation work in 
hospitals 
IRC 
Gender Based 
Violence 
Fully run and operate 3 Rape 
Crisis Centres but working to 
develop a local NGO that will 
eventually take over this 
function 
Direct service 
delivery 
Advocacy for high level 
legislative changes for woman 
to gain access to free medical 
care in the incident of rape 
Advocacy 
Training PHU staff in rural 
areas on GBV treatment and 
procedures Education Community engagement of 
men to change behaviours and 
practices 
Child health 
Community management of 3 
primary causes of child 
mortality: malaria, respiratory 
infection, and diarrhea 
Direct service 
delivery 
Train and provide medication 
to community based 
distributors (CBDs).  If a child 
has a fever, the CBD will 
provide ACT to treat malaria.  
If a child has diarrhea, the CBD 
will provide ORS to treat it.  If 
a child presents with a 
respiratory symptoms, CBDs 
are equipped with a device 
called an ARI, which measures 
the extent of respiratory 
distress.  The CBD would then 
provide antibiotics to treat 
respiratory infection if the 
criteria are met. 
Emergency 
Obstetric Care  
Training of PHU staff 
Education, 
Medical 
Support 
Supplying medication to health 
centers 
Paying salary top up to staff as 
incentive based on performance 
Operate a blood bank 
CRS 
HIV/AIDS Provide ARV for treatment, monitor use 
Medical 
Support 
TB Provide treatment Medical Support 
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Malaria 
Focus on prevention - i.e. 
through BCC materials Education, Medical 
Support Also provide drugs for medical treatment  
Hellen Keller 
International 
Child survival 
Vaccination campaigns for 
polio, measles, and 
pneumococcal 
Medical 
Support 
Malaria Bed net distribution Logistics 
Neglected Tropic 
Diseases 
Treatment such as deworming 
campaigns 
Direct service 
delivery 
Plan Child health 
Equip PHUs with toys to make 
them more child friendly, 
furniture and medical 
equipment 
Education 
Train PHU staff on child 
development 
Work in partnership with 
District Health Management 
team 
Work through local NGO 
partner to form health clubs in 
schools  
Health and 
Social 
Development 
Association 
(HASTA) - 
local NGO 
Reproductive 
Health 
Community based training on 
pregnancy health and family 
planning Education, 
Direct Service 
Delivery HIV/AIDS 
Community based training and 
awareness raising 
Diagnostic testing and referral 
6.6. Classifying Ongoing Health Programming: Relief, 
Transition or Development 
Research participants were also questioned regarding how they categorized health 
programming within their organizations.  The results are summarized in the table below: 
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Table 44: Field Results: Classification of programming 
 Organization 
No. of 
People 
interviewed 
in health 
program 
Classified 
as Relief or 
Emergency 
Assistance 
Classified as 
Development 
Classified 
as 
Transition 
Mixed 
1 Sierra Leone Red Cross 3 0 3 0 0 
2 Concern 1 0 * * 1 
3 Africare 1 0 1 0 0 
4 Save the Children 2 0 2 0 0 
5 CARE 3 0 2 1 0 
6 World Vision 4 0 4 0 0 
7 GOAL 1 0 0 1 0 
8 IRC 3 * 1 1* 1 
9 Plan 2 0 2 0 0 
10 CRS 1 0 1 0 0 
11 Hellen Keller International 3 0 2 1 0 
12 
Health and 
Social 
Development 
Association 
(HASTA) - 
local NGO 
2 0 2 0 0 
Total 26 0 21 3 2 
 
The data shows that while the majority of participants classified current health 
programming as development, this was not universal, with some participants classifying 
their activities as transitional or mixed.  For those that classified programming as mixed, 
one felt that the programming was a mix between emergency assistance and transition, 
while the other two felt the programming was a mix of transition and development. 
As has been shown, health-programming activities could be classified as one or 
more of the following activity types: education, advocacy, construction, medical 
support, and direct service delivery.   The data also showed that the manner in which 
participants classified their programming, in terms of relief, transition or development, 
also correlated with the type of activity in which they were engaged.  Notably, all 
participants whose activities were primarily in the area of education, capacity building, 
training, and/or advocacy classified their programming as development.  In contrast, 
 210 
only one participant engaged in health programming that included construction or 
rehabilitation classified their health programming as development.  The others either 
classified their programming as transition, or a mix between transition and development.  
For those that classified their programming as mixed, it is notable that the other elements 
of their programming centered on education, medical support or advocacy.  Six 
participants from three organizations were involved in health programming that included 
direct service delivery.  Participants from two of these organizations classified their 
programming as either transition or a mix between emergency relief and transition.  
Only two of these participants, both from the local NGO, Health and Social 
Development Association (HASTA), indicated that they would classify their work as 
development.  In this context, it is notable that HASTA primarily engaged in work that 
was classified as educational.  The solitary component, which was classified as direct 
service delivery, involved the operation of a mobile blood clinic that ran for only one 
week per year.  However, as the majority of their work involved capacity building, their 
choice of classification was made on this basis.  As such, results from the field indicated 
perceptions of classification, as shown in the table below: 
Table 45: Field perceptions of Stage Classification by Activity 
Activity Type Field Classification 
Education Development 
Medical Support Development 
Advocacy Development 
Construction Transition 
Direct Service 
Delivery Relief or Transition 
 
We now turn out attention to the theoretical framework development in Chapter 
four for health.  We have color-coded the characteristics outlined in this framework to 
correspond with the activity types outlined in table 45 above. 
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Table 46:  Field Activity Identification within the Theoretical Framework for 
Health 
Characteristic Relief Development 
Primary programmatic 
objective 
Focus on livesaving 
interventions and essential 
health services 
Long term improved health 
outcomes 
Standards 
Clear standards and indicators 
contained in SPHERE handbook 
Broad targets, such as the 
Alma Ata declaration and MDG 
goals 
Service Delivery 
Should work through existing 
structures when possible but 
external organizations 
authorized for direct provision 
Government is responsible for 
sector oversight, including 
regulation and often direct 
service provision 
Fees for health care Free - must be accessible to all 
User fees are permitted; 
sustainability is primary 
objective 
Medication stocks 
Must maintain immediate 
access to medicines on 
essential medication list.  
Others may not be readily 
available. 
Generally left to the private 
sector to balance supply and 
demand.  Hospitals and clinics 
stock essential medications. 
Vaccinations 
Key vaccines (such as measled) 
widely provided outside of 
formal health system 
Provided during regular 
wellness checks as part of the 
health care system 
Inter-sectoral 
collaboration 
Must be high to control public 
health risk (i.e. with WASH, and 
nutrition sectors as well as 
shelter) 
Should be a priority but often 
coordination remains a 
challenge 
Health system 
development and 
strengthening 
Not a focus Priority objective 
Capacity building and 
training for health 
workers, formal and 
community based 
Not a focus High priority 
Primary health care 
strengthening 
Focus on working through 
existing structures, where 
possible 
Goal to expand coverage and 
increase access 
Participation and 
empowerment of 
marginalized groups in 
health-realted decisions 
Outcome prioritized over 
process 
Process equally as important as 
outcome 
Use of community-based 
health workers 
Included to the extent possible; 
often not possible 
Integral part of many programs 
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Health promotion and 
social marketing 
Focus on key messages, for 
example on health behaviours 
that could reduce the risk of 
communicable diseases 
Important and signficant 
component of development 
programming 
Strengthening health 
policy 
Not a focus 
Appropriate for long term 
development programming 
 
By color-coding the primary activities found in the field and corresponding it 
with the relevant activities outlined in the theoretical framework, we can compare and 
contrast field perspectives with the theory.  The analysis shows that classifications 
outlined by aid practitioners was generally aligned with the corresponding 
characteristics of each approach, as outlined in the literature, however there were some 
differences.  Field perspectives and theory concurred that activities primarily focused on 
education-related activities were more developmental in nature.  Similarly, there was 
some discrepancy regarding how the medical support category was perceived between 
field workers and theory.  Field workers classified medical support activities as 
development.  While the theoretical framework does not cover all aspect that were 
included in the medical support category, we can see that providing logistical support, 
such as maintaining essential medicine stocks, was classified more as a relief activity.  
This viewpoint is aligned with other perspectives, which is common across sectors, that 
the provision of inputs in a short-term, unsustainable practice, is more often associated 
with relief approaches.   
It is of particular interest to note that two activities were identified as transition 
activities.  Field practitioners identified direct service delivery as both a relief and 
transition activity.  The classification of this activity aligns with the theoretical 
framework.  The theoretical framework does not cover transitional activities, as there 
was a dearth of literature able to support any classification of activities.  However, the 
essential role of governance and institutions in the health sector will be discussed later in 
this chapter (section 6.7).  As we will see, the continuation of direct service delivery 
during the transition is an emergent recommendation.  Finally, construction and 
rehabilitation were identified as transition activities.  These activities were not 
specifically addressed in the literature on either relief or development approaches in the 
health sector.  However, the suggestion that these activities are indeed transitional is 
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consistent with findings from the two other sectors that are included in this study, 
namely WASH and nutrition/food security. 
6.7. Classifying Relief, Transition and Development 
Stages in the Health Sector: Perspectives from the Field 
As we have seen, while the majority of participants in the research classified the current 
health programming as development, there still remained a lack of consensus regarding 
this question.  It is worth noting that the classification of phase is clearly subjective, and, 
as we have seen, both with CARE and IRC, multiple participants classified the same 
programming in different ways.  Nonetheless, participants who did classify current 
programming as development were then asked when they felt the programming shifted 
between the different stages (i.e. relief, transition and development).  Participants who 
classified current programming as either transition or relief were also asked about the 
timing of earlier phases.  The results are summarized in the table below: 
Table 47: Timing of Phases in the Health Sector: Field Perceptions 
No. Organization 
End of 
Emergency/ relief 
programming 
Transition 
Period 
Beginning of 
Development 
Programming 
1 Sierra Leone Red Cross 
1998-2010 ran 
direct clinics 2002-2006 2006 
2 Concern 2006 2006 - Present N/A 
3 Africare 2004 2004-2008 2008 
4 Save the Children 2002 2002-2005 2005 
5 CARE End of war 2002-2004 2004 
6 World Vision 2003 2003-2007 2008 
7 GOAL 2004 2004-2006 2007 
8 IRC 2003 2003-Present N/A 
9 Plan 2004 2004-2009 2009 
10 CRS 2005 2005-2010 2010 
11 Hellen Keller International 2004 2004 - Present N/A 
12 
Health and Social 
Development 
Association 
2002 2002-2004 2004 
This table clearly shows inconsistencies in the perceptions of the timing of each 
phase by participants.  It therefore follows that the participants’ definitions of the types 
of activities encompassed in each phase also varied greatly.  Some of this variation can 
be attributed to the region in which the participants were working in the post-conflict 
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period.  Several participants noted that the rate of change in the post-conflict period 
varied by district: the districts that were most heavily affected achieved security later, 
thereby postponing their transition in comparison with the rest of the country.  
Nonetheless, the timelines outlined in the table above represents the participants’ views 
of the various stages on a national level. 
The end of the relief phase closely corresponded with the timing for establishing 
security in different regions of the country.  Participants’ definition and allocation of 
timing to the beginning of the development phase did not seem directly influenced by 
the delayed onset of security in some regions.  For example, both Plan and HASTA were 
active in the Kailahun district, which was one of the last districts to end the war and 
achieve security.  The NGO HASTA indicated that they began working in Kailahun in 
2004 and that they would consider their programming to be development since its 
initiation.  The local staff member indicated that he felt that the transition had already 
occurred between 2002-2004, which had laid the groundwork for them to begin their 
development programming in 2004.  In contrast, Plan staff members were also 
interviewed in the Kailahun district and they considered the emergency relief stage to 
have lasted until 2004.  Their development program in the health sector began in 2009, 
and they did not operate a health program in what they defined as the transition period.  
Rather, they noted that other NGOs were active in the construction and rehabilitation of 
health facilities, which they considered to be transitional work.  They noted that the 
timing of their developmental health program was determined by the acquisition of 
funding for this program rather than ground-readiness conditions. 
Participants were asked how they would define or characterize each phase.  As 
expected, the greatest consistency in definitions emerged regarding characterizing the 
emergency or relief stage.  Some of the key features of relief/emergency assistance that 
were mentioned included the following characteristics: the operational context, short 
term impact objectives, targeting of aid, and means of implementation. 
In terms of the operational context, almost all participants mentioned that a key 
feature of emergency assistance in conflict situations is the lack of security.  This affects 
operations as assistance may be offered in contained environments, such as refugee or 
internally displaced persons’ (IDP) camps, or may contain an element of uncertainty as 
access may be unpredictable.  The participant from Africare elaborated on this in the 
following statement: 
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     In an emergency, there is no guarantee that it is going to stay there. Alright? Because 
something could happen and that these people have to move on from the one place to 
the other and everything that you have invested in a particular geographic location 
where they were could be destroying taken away then you have to move with the 
community or with those groups of people and provide assistance again.  
Consistent with previous analysis, the objective of relief aid was also noted by 
participants to be temporary or short term, with the objective of meeting acute or basic 
needs required for survival.  One participant from Plan noted this in stating:  
Well before 2002, that was relief.  Because there are some places you go that you 
cannot go there again, because by the time you leave there some fighters will be 
there.  So, finally by the time somebody tells you, oh this is clear now these guys 
have left, you go and give food and medical relief, so that was purely relief, because 
you don’t go back to see what impact has been made, just you provided some basics 
that help them to survive.  You don’t care what happens in the long term.   
Additional, Participant B from Concern also demonstrates the idea that relief aid 
aims to meet acute needs in stating: “So if, for example, we are providing medicines, 
that is a relief”. 
In addition to the provision of medications, health programming in a relief 
context was generally considered as a direct service delivery type of activities.  For 
example, participants from the Sierra Leone Red Cross noted that during the war, they 
directly ran health clinics, including staffing the medical personal.  Other participants 
also noted that program monitoring in an emergency context tends to focus on 
epidemiological indicators that can be used to guide response, such as monitoring and 
responding to outbreaks of cholera or malaria. 
Participants generally spoke with ease regarding how they define and 
characterize development programming.  Participants also often defined development by 
contrasting it against what they viewed as relief programming.  Importantly, many 
participants described developmental health programming as preventative in nature, 
rather than responsive, as in an emergency context.  These participants talked about 
activities such as advocacy, capacity building and behaviour change communication as 
preventative in nature, contrasting these activities to the provision of direct medical care, 
medications, and/or mass vaccination campaigns, which they noted as responsive.  Other 
important characteristics of development health programming that were mentioned 
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widely by participants included the following: a focus on long-term impacts, 
sustainability of results and participatory programming.  In terms of the types of 
programming that were generally classified as development, participants noted the 
following examples: training of community health volunteers, PHU and Ministry staff, 
advocacy aimed at changing government legislation, regulation, and funding of the 
health sector and general awareness raising to modify widespread behavior in many 
areas (for example, malaria prevention). 
Participant C from CARE spoke to the issue of both community based 
participation and sustainability, noting: 
 In the emergency phase it means just doing deliveries, giving health messages to 
communities.  We were never involved in communities so to speak.  But when we 
came to actual development this idea of training community volunteers came up, and 
we were actually empowering communities to do things for themselves and not 
necessarily (us doing everything).  So, during the development phase we went back to 
a series of community trainings, we actually decided to facilitate the establishment of 
a number of community-based structures that would actually oversee activities at the 
community level, as opposed to the emergency phase, which was just us going there 
and coming back. 
Participant A, also from Care, further elaborated on the long-term nature of 
development programming and the focus on sustainability, noting:  
In the development phase, it’s more on impact.  Donors want to see the impact of 
their funding especially when we are talking about the millennium development goal.  
For instance if USAID donates to CARE, they want to see how that program 
contributed to the millennium development goal.  In terms of emergencies you are not 
talking about measuring long-term indicators, you are just going there to save lives.  
So, because we want to create more impact, that is why people are moving from 
emergency to developmental phase, because it has to create more impact contributing 
maybe to national strategy or global strategy. 
While participants could describe and contrast their perceptions of both relief and 
development fairly easily, this was not the case when asked how they would characterize 
or define the transition stage.  When asked if participants felt that a transition phase 
exists, all participants unanimously felt that it did.  However, when asked how they 
would characterize the transition stage, several participants were unable to provide any 
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answer.  It clearly demonstrates that while the transition stage in the health sector is 
perceived to exist, the term is often used imprecisely and without clear meaning. 
Amongst those participants who were able to provide a definition of transition 
with regards to health programming, several definitions emerged, including: 1 – 
simultaneous relief and development programming, 2 – reconstruction and rehabilitation 
activities, 3 – development of institutional structures necessary for health service 
delivery, and 4 – organizational change planning.  In addition, several participants also 
noted that relief aid and transitional assistance targets those affected by conflict and the 
post-conflict situation, whereas development was noted to be broader and aimed at all 
who need the particular assistance being offered. 
Participants often referred to the transition stage as a period of time when their 
organization was implementing both relief and development programming 
simultaneously.  Several participants noted that security and stability were established at 
different times in different districts.  As a result, some organizations were implementing 
relief assistance in some areas, while working in a more developmental capacity in 
others.  In some instances, IDP and refugee camps took several years to cease operations 
following the conclusion of the war.  Emergency type assistance continued to be 
provided within these camps, while shifting towards longer term, sustainable 
programming in surrounding villages and towns. 
Roughly half of participants considered reconstruction and rehabilitation 
activities to be activities that are specific to transition.  These participants explained that 
much of the pre-existing infrastructure from before the war was destroyed, and before 
NGOs could shift their programming towards development, these essential structures 
would have to be re-established and be functional, at least at a basic level.  Until this 
happened, several NGOs continued to operate and run clinics directly.   
IRC continues to run health clinics directly, specifically focused on treatment of 
rape cases, as the government health care systems still lacks this capacity.  As a result, at 
least one participant from IRC still classified some of their ongoing operations as relief 
efforts.  Reconstruction and rehabilitation efforts were generally considered necessary to 
building the resources required for development to resume.  However, from IRC’s 
classification and comments, we can see that this definition can be extended to the time 
it takes to staff, and in some cases train health care workers, to operate the government 
run facilities.  In essence, this definition would consider the transition as the time it takes 
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to develop essential institutions, including physical infrastructure and staff, to take over 
the most basic functions of service delivery. 
A few participants did directly mention that, to them, the transition involved the 
development of institutional structures necessary for service delivery.  However, the 
context that these participants referred to in their interviews largely focused on 
government structures beginning to operate again.  Specifically, participants referred to 
the Ministry of Health developing national policy and strategies to guide the sector.  One 
participant from CARE noted:  
During the transition we actually started seeing families coming back, most of the 
community infrastructures that had already been eroded being put in place here, and 
the government institutions that are coming back, because during the relief period 
there was a breakdown of law and order, so also structures being put in place 
regarding law and order and all the rest of it. 
The fourth usage of the term transition referred to an internal shift in the 
programming within NGOs.  Several participants noted that they considered the 
transition phase as the period in time, which occurred once security had been 
established, where their respective organizations undertook an assessment of ground 
conditions and developed new, longer-term strategic plans for development 
programming.  One participants who used this definition noted that the period of 
undertaking the assessment, development of the new strategic plans and seeking 
supportive funding lasted a couple years.  During this period, implementation of 
programming more closely resembled relief programming. However, in alignment with 
the new strategies that were under development, participants noted that ongoing 
programming incorporated increasing aspects and focus on development-type activities, 
such as development of community structures and community participation.  As one 
interviewee from the Sierra Leone Red Cross noted:  
Well, then we started looking at our plan.  We left the emergency plan, because at 
that time, we were using the emergency plan.  We put that aside and then we 
developed our statute, our operational plan, our proposals. We had to develop new 
proposals to meet this demand.  We did our mission statement.  During this time, we 
had a gradual scaling back of the emergency, and scaling up of the developmental 
approaches. 
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Several participants also noted that the new plans all incorporated an aspect of 
sustainability in that they required the development of exit plans to ensure that impacts 
can continue once the NGOs had ceased operations in the country.  This was noted as a 
marked difference from the previous operational plan that had been in place in the 
emergency and in the immediate post-conflict period.  The next section will summarize 
the results of participants’ views, providing unique perspectives based on this study’s 
field research. 
6.8. Indicators for Moving between Relief, Development 
and Transition Stages of Programming in Health sector: 
Perspectives from the Field 
Directly related to definitions that emerged for the various stages of development within 
the health sector, participants were also asked if they could provide indicators for each 
of the stages.  The results summarizing participants’ views on when emergency 
programming should wind down are presented in the table below: 
Table 48: Indicators to Shift Aid Programming away from Relief and towards 
Transition: Field Perspectives 
Type of Indicator End of Relief/Emergency Indicator 
Security/Situational 
End of security threat and widespread 
violence 
IDP and refugee camps close 
Most refugees and/or IDPs have 
resettled 
Economy 
Economic activities disrupted by 
conflict resume 
Basic supply chain operational 
Governance 
War is declared over 
Election 
Governance structure established 
 
 It is interesting to note that none of the indicators listed above are specific to the 
health sector.  Rather, all of the indicators identified by participants in the health sector 
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related to the conclusion of the war, corresponding violence and insecurity, as well as 
the re-establishment of Government. 
Participants did not provide indicators for the beginning or end of transitional 
programming. Transition programming was implicitly referred to as programming that 
occurred after the emergency, but before the enabling conditions for development 
programming were in place.  The indicators that participants identified as being required 
for development assistance in the health sector are summarized in the table below: 
Table 49: Indicators for Development Assistance Readiness in the Health Sector: 
Field Perceptions 
Type of 
Indicator Development Readiness Indicator 
Governance 
Government in place and functional  
Government delivering basic services that they are responsible for 
(i.e. staffing and operating PHUs) 
Establishment of national policy and/or strategy 
Core activities have government core funding 
Government control or coordination of aid 
Establishment of development goals, backed by political 
commitment (i.e. MDGs) 
Infrastructure Structures required for service delivery have been rehabilitated or constructed 
Society 
People no longer fearful of going back to war 
Beneficiaries are general population and no longer specifically those 
affected by conflict 
Community structures and local organizations in place and 
operational 
 
 The indicators, summarized in the table above, include some criteria that are 
specific to the health sector, as well as some that are not.  Both the governance and 
infrastructure categories can be considered specific to the health sector, while the 
societal indicators appear to be independent and applicable across all sectors. 
 It is significant to note that participants stressed the importance of governance 
factors for moving towards development programming in the health sector.  Direct 
service delivery in the health sector, namely the provision of medical services, was 
unanimously viewed as being a responsibility of government.  As previously noted, most 
participants viewed direct service delivery by external agencies as relief aid.  Given that 
participants attributed the responsibility of direct service delivery to government, health 
programming could not be classified as development until the government structures that 
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would be required to take on this responsibility were at least in place.  Similarly, 
physical infrastructures (for instance, health clinics) must also be in place before the 
government assumes the responsibility of operating. 
 By assessing the indicators for development readiness, we can also revisit the 
definition of transition activities that was previously outlined.  The indicators that 
participants viewed as signalling a shift away from relief programming were very basic 
and were defined mostly in terms of the security situation.  However, specific indicators 
were then outlined as conditions that must be present for development programming to 
begin within the health section.  It therefore logically follows that transitional activities 
in the health sector would consist of building the enabling conditions for development 
that did not exist at the end of war.   
As the enabling conditions that were identified largely relate to governance and 
infrastructure development, transitional activities that would help meet these criteria 
would include:  reconstruction and rehabilitation of health clinics, mentoring and 
advising the newly formed government, working with government to develop sector 
policies and strategy, staffing and training PHU staff, building enabling conditions to 
ensure supply chain for essential medications and equipment, development of 
international goals (i.e. MDGs) and allocating government funding towards sector 
activities.  These activities are consistent with the four definitions that previously 
emerged when participants were asked to define transition.  As a result, it is also worth 
noting that transition activities may vary not only by location, but also by theme within 
the health sector.  For example, programming in primary health care may not be in the 
same developmental stage as mental or disability health programming, if the former has 
greater institutional support than the latter. 
6.9. Conclusion 
Field programming in the health sector was found to be diverse, and included the 
following types of activities: education, advocacy, construction, medical support, and 
direct service delivery.  Participants’ perception of the implementation approach aligned 
closely with the type of activity that they were engaged in.  Generally participants 
perceived education, advocacy and medical support activities as development.  Direct 
service delivery was classified as both relief and transition, and construction and 
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rehabilitation activities were classified as transition.  These results largely aligned with 
theory with few exceptions, as noted earlier in the chapter. 
 The analysis of responses showed that participants generalized characterized 
transition activities to include the following: 
1. Reconstruction and rehabilitation activities; and 
2. Development of institutional structures necessary for health service deliver. 
Participants that identified reconstruction and rehabilitation activities as 
transitional activities noted that much of the pre-existing infrastructure from before the 
war had been destroyed.  These participants expressed that essential structures needed to 
be reconstructed or rehabilitated before field programming could shift towards 
development.  It is important to note that this view of transition is not sector specific.  As 
we saw in Chapter 5, WASH participants also identified this activity as an aspect of 
transition. 
The second notion of transition that emerged characterized it as involving the 
development of institutional structures necessary for service delivery.  In this context, 
participants focused on the requirement for government structures to re-organize, and 
assume leadership in the sector.  Specifically, participants pointed to the development of 
a national policy and strategies to guide the sector, as indicative of the sector being ready 
to move towards development programming.  It was noted that while these activities 
were ongoing, aid organizations would have to continue to directly provide services until 
the government was able to take over this function to some degree.  Nonetheless, 
participants indicated that direct service provision should be scaled back during this 
period. 
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Chapter 7. Nutrition and Food Security 
7.1. Chapter Overview 
This chapter focuses on the food security component of this thesis.  The chapter will 
begin by looking at the nutrition and food security context in Sierra Leone.  The 
institutional and policy context of the nutrition and food security sector will also be 
reviewed.  As per the previous chapters, the chapter will then look at field programming 
presently occurring within the sector.  The programs will be analyzed in order to 
ascertain whether programming can be classified as relief, development or transition, 
and the rationale for classification will be examined.  Perspectives from field staff will 
be examined in order to hypothesize a sector-specific definition of transition and 
indicators for developmental programming.   
7.2. Overview of Nutrition and Food Security Context in 
Sierra Leone 
Poverty levels are extremely high in Sierra Leone, with an estimated 70% of the 
population living below the national poverty line of US$2 day (State of Food Insecurity 
in the World: 2010).  As discussed in Chapter 4, poverty levels and food insecurity are 
directly related.  With such a high prevalence of extreme poverty, it is unsurprising that 
Sierra Leone also has a major challenge with food insecurity and malnutrition. 
FAO’s latest State of Food Insecurity in the World (2015), estimates that at the national 
level, there are approximately 1.4 million people that are undernourished in Sierra 
Leone, representing roughly 23% of the country’s population. (FAO, IFAD and WFP, 
2015). This figure has shown improvement over time from a high of 42.8% in1990-92 
through 40% (2000-02), 37% ( 2005-07) and, 27% (2010-2012) (FAO, 2015). 
Nutrition, food information, and data, are acquired through several national 
surveys that are conducted periodically in Sierra Leone.  The surveys that are of most 
significance in this respect are: The Demographic Health Survey (DHS), Multi-Indicator 
Cluster Survey (MICS), Comprehensive Food Security and Vulnerability Analysis 
(CFSVA), and Standardized Monitoring and Assessment of Relief and Transitions 
(SMART) (SL NPNSP Implementation Plan, 2012).  The most recent of these surveys is 
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the DHS, which was conducted in 2014, followed by the CFSVA and SMART surveys, 
which were both conducted in 2010. 
The most recent CFSVA and SMART surveys, which were both conducted in 
2010, found that 4.5 percent of non-pregnant women were malnourished, with acute 
malnutrition amongst women at 3.5 percent (CFSVA, 2010; SMART, 2010).  However, 
the situation is far more concerning for children, particularly those under 5 years of age.  
The results of the most recent DHS survey found that 38 percent of children under age 5 
were stunted, with 18 percent considered severely stunted (Sierra Leone Demographic 
and Health Survey 2013).  In addition, the survey found that 9 percent of children were 
wasted, with 4 percent considered severely wasted (ibid). Nationally, 16 percent of 
children under age 5 were found to be underweight, with 6 percent severely underweight 
(Sierra Leone Demographic and Health Survey 2013). 
Anaemia is also a serious concern related to nutrition, particularly for young 
children.  Anaemia in young children can cause impaired cognitive performance, 
behavioural and motor development, coordination, language development, and 
scholastic achievement, as well as increased morbidity from infectious diseases 
(CFSVA, 2010).  Results from the most recent DHS survey, show that 80 percent of 
children age 6-59 months are anaemic, where twenty-seven percent are considered to 
have mild anaemia, 47 percent considered to have moderate anaemia, and 6 percent 
considered to have severe anaemia (Sierra Leone Demographic and Health Survey 
2013).  
Finally, it is also interesting to note that both the findings of the 2010 CFSVA 
and the SMART surveys on malnutrition showed that malnutrition is more prevalent 
among girls than boys (CFSVA, 2010; SMART, 2010).  The surveys also collectively 
show that children in rural areas tend to be more affected by acute malnutrition than 
those in urban areas (Sierra Leone Demographic and Health Survey 2013; CFSVA, 
2010; SMART, 2010). 
This section has outlined that serious challenges still persist with regard to 
nutrition and food security in Sierra Leone.  This chapter will look at the ground level 
interventions that are being implemented in Sierra Leone in order to address this 
situation.  For each sector, participants were asked to classify ongoing interventions as 
relief, development or transition, and justify their selection.  They were also asked how 
they classified past programming and how it differs from current programming. 
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As we saw in the review of the literature around implementation approaches in 
the nutrition and food security sector, outlined in Chapter 4, there is a high degree of 
overlap between emergency response programs and programs implemented in stable 
regions.  The primary reason for this overlap is that crisis is often defined in terms of 
health indicators for this sector, rather than in terms of security.  Indeed, in Sierra Leone, 
the indicators for current malnutrition and food insecurity continue to classify it as being 
in crisis.  With the state of nutrition and food security in Sierra Leone continuing to pose 
a crisis situation in much of country, but with the conclusion of the war being nearly a 
decade before the present field research, it will be particularly interesting to see how 
participants define and classify current interventions, and how this influences their view 
of the transition.  However, before turning our attention to the field research, the relevant 
policy context in Sierra Leone will be reviewed, as this is necessary context against 
which our analysis is undertaken. 
7.3. Policy Context in Sierra Leone 
The Sierra Leone Ministry of Health and Sanitation has developed and adopted a 
National Food and Nutrition Security Policy (NFNSP).  This policy aims to serve as a 
framework to guide the sector over the 2012-2016 time-frame in addressing the food 
security and nutrition challenges outlined in the Sierra Leone’s Poverty Reduction 
Strategy Paper (PRSP).   The objectives of the policy were also set with reference to the 
Millennium Development Goals (MDGs). 
 The policy outlines eight specific objectives with eight corresponding policy 
statements.  Each of these is also associated with strategies for achieving them.  The 
specific objectives and their corresponding policy statements are shown in the table 
below: 
Table 50  SL National Food and Nutrition Security Policy 2012-16 - specific 
objectives and corresponding policy 
No. Specific Objective Policy Statement 
1 
To undertake advocacy for 
policy makers, policy advisors 
and programme designers at 
national and district levels on 
nutrition and its relationship to 
development. 
All relevant organizations should integrate 
nutrition considerations in programmes and 
activities 
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2 
To actively promote and 
facilitate adequate household 
food security (quantity, quality 
and safety) to satisfy the daily 
dietary needs of the population. 
Small-scale farmers should be provided with 
effective support to improve domestic food 
production. 
3 
To promote adoption of 
appropriate feeding practices by 
households. 
Protect, promote and support early and 
exclusive breastfeeding of infants including 
HIV infected infants from birth until six 
months, followed by introduction of nutritious 
and appropriate complementary foods with 
continued breastfeeding for up to two years 
and beyond. 
Promote appropriate feeding practices for the 
family especially pregnant and lactating 
women and other vulnerable groups at facility 
and community levels. 
4 
To strengthen preventive 
measures against nutrition 
related diseases 
Antenatal, Postnatal and the Family Package 
services should be introduced and promoted at 
the community level especially through 
outreach clinics. 
5 
To provide curative services to 
individuals who are either 
malnourished or present a 
condition requiring diet 
therapy. 
Patients in hospitals as well as all 
malnourished people living with HIV/AIDS 
(PLHIV) and tuberculosis (TB) clients should 
be provided with optimum dietary services to 
complement their clinical management. 
Community-based Management of Acute 
Malnutrition (CMAM) approach should be 
integrated into child survival and development 
initiatives 
6 
To institute a nutritional 
surveillance system for 
monitoring the food and 
nutrition situation in the 
country. 
A regular and coordinated food and nutrition 
system that assists in long term health and 
development planning, programme 
management, timely warning and design of 
intervention programmes should be instituted 
7 
To promote operational 
research and periodic surveys 
into food and nutrition issues 
Effective operational research and periodic 
surveys aimed at improving food security and 
nutrition should be integrated into programmes 
of relevant research institutions 
8 
To coordinate activities of 
relevant agencies involved in 
food and nutrition issues 
Nutrition Division of the Ministry of Health 
and Sanitation should ensure that activities to 
address nutrition issues are reflected in plans of 
other programmes and implemented in a 
multisectoral, coordinated manner 
(Source: NFNSP 2012-16, p.) 
 
The Government of Sierra Leone also released an implementation plan for the 
NPNSP Policy.  The NPNSP Implementation Plan identifies priority projects and 
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activities for implementation in order to work towards attaining the objectives of the 
Policy, as well as specific targets and corresponding indicators to monitor and measure 
improvements.  Specifically, the Implementation Plan identifies seven priority areas for 
intervention, as summarized in the table below: 
Table 51: Implementation Plan Priorities 
Priority areas (Interventions) 
 
Interventions 
1. Improve breastfeeding and 
complementary feeding 
 
x Early initiation of 
breastfeeding 
x Exclusive breastfeeding 
x Complementary feeding 
2. Increase micronutrient intake 
 
 
x Vitamin A supplementation 
and fortification 
x Iron folate supplementation 
and fortification 
x Zinc in ORS for diarrhoea 
treatment 
x Iodine fortification 
x Micronutrient Powders 
x Consumption of micronutrient 
rich foods 
3. Improve diarrhoea and parasite control 
 
x Household water treatment 
x Hand washing with soap and 
water 
x Food safety and hygiene 
x Insecticide Treated Nets (ITN) 
distribution 
x Intermittent Preventive 
Treatment for pregnant 
x women (malaria) 
x Deworming 
4. Treat acute malnutrition 
 
x Treatment of <5 children with 
SAM  
x Treatment of < 5 children with 
MAM 
 
5. Improve Household food security 
 
Household Food production 
 Consumption of diversified foods 
Food processing and value addition 
School feeding 
School gardens 
Kitchen gardens 
Food/Cash for work, Cash transfer 
Blanket feeding for <2s 
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Blanket feeding for lactating and 
pregnant women 
Supplementary feeding for 
malnourished Lactating 
&Pregnant women, all pregnant 
teenage girls and 
mothers with multiple births 
 
6. Improve maternal nutrition  
 
Family Planning 
Nutrition education 
 
7. Improve nutritional status of 
PLHIV/AIDS/TB/OVCs & reduce prevalence 
of NCDs 
 
Nutrition for PLHIV/AIDS/TB & 
OVCs 
NCDs preventive measures 
 
(Source: SL NPNSP Implementation Plan, 2012, p.14-15) 
 
The NPNSP Implementation Plan then goes further and actually specifies 
strategies for use in each of the respective interventions.  The Implementation Plan also 
identifies several cross cutting themes, as follows: gender, communication, capacity 
development, operational research and disaster preparedness.  The Plan also stresses the 
importance of nutritional surveillance, monitoring, and evaluation, as well as 
coordination mechanisms at all levels of government.  Nutritional data is compiled at the 
district level and housed within the National Health Management Information Systems 
(NHMIS).  However, data is incomplete and unavailable in a timely fashion.  
Furthermore, data analysis and dissemination are also inadequate (SL NPNSP 
Implementation Plan, 2012).  As a result, nutritional surveillance, monitoring and 
evaluation systems must also be strengthened.  With respect to coordination, the Plan 
sets out coordination mechanisms for implementation at the national, district and 
community levels, as follows (p.60-61): 
“1. National level Coordination mechanisms 
x The Presidential Task Force on Agriculture (In existence) 
x National Food and Nutrition Security Steering Committee (To be established) 
x National Food and Nutrition Security Technical Coordination Committee (To be 
established) 
x Sector based technical coordination mechanisms (In existence) 
2. Sub national level Coordination mechanisms 
x District Food and Nutrition Security Coordination committee (To be established) 
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x District sector coordination committees (In existence) 
x Chiefdom/Ward/Village coordination committees (In existence, some are 
dormant)” 
Finally, the Plan also sets out a budget for the implementation of the Plan, but 
notes that financing of the necessary budget would be a “joint effort between the 
Government of Sierra Leone, Development Partners, Civil Society Organizations and 
the private sector” (SL NPNSP Implementation Plan, 2012, p.65).  The Government of 
Sierra Leone notes that it “will make every effort to make very meaningful contributions 
towards meeting the Budget” (p.65) but does not go as far as committing a specific 
dollar amount to the Implementation Plan.  In fact, the Plan acknowledges that the 
Government will be unable to fund the Plan’s budget exclusively from domestic 
resources, and that they will look to their traditional donors for contribution, as least in 
the medium term with hope of reducing their reliance on external funding in the long 
term.  The Government of Sierra Leone also acknowledges that some donors provide 
direct assistance directly to civil society organizations and districts, which is 
independent of the government budget.  The Plan specifically requests that these 
organizations provide comprehensive information to the government on their 
programming to ensure that the government is aware of all ongoing activities, coverage 
and gaps (SL NPNSP Implementation Plan 2012).  
The priorities and intervention strategies contained in National Food and 
Nutrition Security Policy, as well as the corresponding Implementation Strategy paper, 
have been reviewed in this section.  The field research that was carried out in this sector 
will be detailed and analyzed in subsequent sections within this chapter.  However, it is 
worth noting that a preliminary analysis shows that all of the activities in which 
participants were engaging fall within the scope of the strategies and interventions. 
7.4. Overview of Field Research and Active NGO 
Programming 
The research in this chapter is based on interviews held with 24 people in 15 
organizations.  The organizations that participated in this study consisted of three UN 
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agencies or programmes and 12 NGOs, as follows:  United Nations REACH2, FAO, 
WFP, Hellen Keller International, GOAL, Africare, Plan International, World Vision, 
IMC, GIZ, CRS, ACF, CARE, Concern Worldwide, and ACDI-VOCA.  The 
distribution of health-related interviews amongst these organizations is shown in the 
table below: 
Table 52: Number and locations of nutrition/ food security/ livelihoods related 
interviews by NGO 
No. Organization No. of People interviewed in nutrition, food security or livelihoods program 
Location of 
Interview 
1 REACH  1 Freetown 
2 FAO 1 Freetown 
3 WFP 2 Freetown 
4 Hellen Keller 1 Freetown 
5 GOAL 1 Freetown 
6 Africare 1 Freetown 
7 Plan 2 Kailahun, Freetown 
8 World Vision 3 Kono 
9 IMC 1 Freetown 
10 GIZ 1 Kono 
11 CRS 2 Freetown 
12 ACF 1 Freetown 
13 CARE 1 Freetown 
14 Concern Worldwide 1 Freetown 
15 ACDI-VOCA 5 3 in Freetown, 2 in Kailahun 
24 
 
 The ongoing programming for these organizations has been summarized in Table 
53 below.  It is worth noting that while 15 organizations are listed in table 52 above, 
there are 16 entries in table 53 below.  ACDI-VOCA is listed twice in the table 53 
because they are running two relevant programmes that are operating distinctly from one 
another, namely the PAGE and SNAP program.  ACDI-VOCA maintains separate 
offices, both in Freetown and in district locations, with separate staff, distinct 
                                                 
 
2 REACH is a partnership between the FAO, UNICEF, WFP, and the WHO to address mal-and-under 
nutrition.  REACH is active in various countries and began operations in Sierra Leone in 2010.  The 
REACH program in Sierra Leone focuses on mother and child undernutrition. (Source: 
http://www.reachpartnership.org/reach-countries/sierra-leone)   
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programmatic objectives and reporting structures.  Since they operate as distinct entities, 
their programmatic activities are also treated separately, and they are entered in Table 53 
twice, corresponding to each of these programs.  More information on the PAGE and 
SNAP programs will be provided later in this section. 
Table 53:  Ongoing programmatic activities in the nutrition/ food security/ 
livelihoods sector (Personal Communication) 
No Organization Stated Objective General Activities 
Member of 
Collaborative 
Program 
1 REACH Nutrition 
Work with 
government partners 
to strengthen 
governance capacity, 
coordination and 
policy regarding 
nutrition  
REACH, WFP 
Conduct operational 
research linking 
nutrition and small 
holder 
commercialization to 
marker 
Improves information 
sharing 
Advocacy across 
many stakeholders 
Develop sector 
coordination 
mechanisms 
2 FAO 
Food security 
through livelihoods 
(focus on 
commercialization 
and market access; 
beyond 
subsistence) 
Capacity building of 
the Ministry’s staff to 
strengthen the 
agricultural practices 
with the aim of 
allowing Sierra Leone 
to be competitive in 
the market REACH 
Research and 
advocacy on 
agricultural 
production, 
productivity and 
marketing 
3 WFP Nutrition and Food Security 
Identification, 
mapping and funding 
WFP, CMAM. 
REACH 
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of programmes 
carried out in 
collaboration with 
other partners 
(Africare, Plan and 
World Vision) 
School feeding - 
provision of nutritious 
lunches for school 
children in vulnerable 
chiefdoms.  
Considering 
introduction of corn 
soya blend porridge, 
for breakfasts as well 
Provision of food to 
those living with 
HIV/AIDS and/or TB 
under cut-off BMI.  
May provide family 
ration if needed 
Supplementary 
feeding for pregnant 
and lactating women, 
and children who are 
moderately 
malnourished, who 
have moderate or 
acute malnutrition, 
below the age of five - 
food delivered and 
distributed through 
PHU 
Blanket feeding for 
under-2’s in districts 
with malnutrition 
rates of 15% or more 
Work in partnership 
with UNICEF for 
implementation of 
CMAM 
Livelihoods 
food for work, food 
for training, and cash 
for work 
4 Hellen Keller International Nutrition 
Vitamin A 
supplementation 
through distribution of 
VAS capsules 
Mass campaigns 
(with UNICEF), 
REACH 
malnutrition 
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Coordinate with mass 
campaigns which 
include vaccinations, 
bed net distribution 
and deworming 
working group 
Research and 
advocacy related to 
how to optimize 
Vitamin A 
supplementation 
Training PHU staff on 
infant and young child 
feeding and nutrition 
Development of 
national standards for 
micronutrient 
fortification of flour 
and oil aligned with 
WHO standards 
Work with producers 
to promote voluntary 
fortification and 
advocacy and 
coordination within 
government to 
develop legislation to 
make fortification 
mandatory for both 
domestic producers 
and imported goods 
5 GOAL Nutrition 
PD Hearth 
methodology in rural 
areas (i.e. Kenema) 
CMAM, REACH 
malnutrition 
working group 
Food provision for at-
risk youth (homeless 
youth) in shelters 
Formation of mother 
groups and training – 
focus on exclusive 
breastfeeding for six 
months and how to do 
it, nutrition 
information, cooking 
demonstrations and 
ideas for healthy 
foods and meals 
Train community 
volunteers in 
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community based 
management of acute 
malnutrition (CMAM) 
Training of PHU staff 
on malnutrition 
Livelihoods 
(income generation, 
non-agriculture 
based) 
Encourage mother 
groups to engage in 
income generating 
activities and 
provision of grants to 
support these 
initiatives 
Livelihood in 
Freetown does not 
include agriculture, 
but it does include 
skills training 
Food for work to 
support labour inputs 
for other programs 
such as WASH 
6 Africare Nutrition and Food Security 
Food Distribution 
Programmes 
WFP, Gov't Small 
Commercialization 
Project 
a.      Orphans and 
Vulnerable Children 
b.      Pregnant and 
Lactating Women - 
provision of 
nutritional support to 
pregnant and lactating 
women and children 
under five 
c.      The food is 
distributed to the 
health units and when 
the mothers come in 
for their weekly or bi-
weekly medical 
check-ups, they are 
provided with a food 
ration that they can 
use to feed 
themselves and their 
children 
d.       School Feeding 
Program - Provision 
of mid-day meal to 
 235 
children in primary 
schools, from class 
one to six  
e.      Food Assistance 
to Other Vulnerable 
people - food support 
for people with 
HIV/AIDS, TB 
Livelihoods 
The provision of food 
aid to support 
caregivers supporting 
relatives that are ill 
and/or taking care of 
their chronically ill 
patients.  The 
provision of food aid 
in this case is 
considered to be 
providing an 
alternative livelihoods 
possibility for these 
caregivers 
7 Plan International 
Nutrition 
Nutrition education 
through community 
groups 
WFP 
Micro-nutrient 
initiative in one 
district - iodine 
fortification of salt 
Training on 
importance of micro 
nutrients 
Livelihoods Village saving and loans 
8 World Vision 
Nutrition 
School feeding - 
provision of nutritious 
lunches for school 
children in vulnerable 
chiefdoms   
WFP, PAGE 
Livelihoods and 
food security 
Organize groups of 
25-30 farmers into 
farmer field schools 
and doing training 
through the lifecycle 
of particular crops 
Train farmer field 
schools on 
governance, and 
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financial management 
Organize FFS into a 
federation, which is a 
legal entity and can 
access financial 
institutions to open 
bank accounts and 
access loans to invest 
in their farming 
Support with seeds, 
tools, bicycles, and 
processing equipment 
Encouraging them to 
scale up business and 
access markets 
9 IMC 
Nutrition (nutrition 
and health 
objective of SNAP 
program) 
Identify and register 
participants for food 
support 
SNAP 
Designate time and 
delivery point of food 
distribution 
Formation of mother 
groups and 
identification and 
training of lead 
mother for each group 
Nutrition training - 2 
modules per month; 
food distribution 
follows and is 
contingent on 
completion of the 
modules (pregnant 
mothers and children 
up to 2 years of age) - 
PM2A approach 
Lean season 
household food 
supplementation 
10 GIZ Food Security 
Facilitates relocation 
and reintegration of 
youth miners back 
into communities 
Not mentioned Community allocates 
land to returnee 
Provide training on 
food diversification 
and cultivation 
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practices for different 
crops 
provide incentive to 
community to accept 
returnee - provide 
seed inputs to both 
reintegrated 
individual and host 
community members 
Food for work for 
those just starting off 
or helping older 
relatives’ 
rehabilitation old 
plantations 
create community 
toolbox and seed bank 
- community members 
can borrow but must 
return (seed post 
harvest) 
11 CRS 
Food Security and 
Agriculture 
agriculture farmer 
field school 
production including 
traininng on nutrition 
and farming 
accordingly 
Not mentioned 
Food for work for 
development and 
maintenance of 
community assets - 
i.e. roads, swamps, 
community 
plantations… 
Demonstration plots 
where these farmers 
could be taught to use 
modern techniques in 
agriculture – this 
provides ideas of how 
funds could be 
invested in agriculture 
sector 
  
Organize plots of land 
and farmers; some of 
the yield is given to 
community based 
micro-enterprise to act 
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as seek for other 
farmer groups 
Micro-enterprise 
Micro-finance and 
micro-enterprise 
development; not 
providing funds; 
consists of village 
saving scheme 
Infrastructure 
development such as 
farm-market roads 
12 ACF Nutrition 
Support to authorities 
in terms of training, 
monitoring of 
malnutrition 
REACH 
Malnutrition 
working group 
Assist to set up, 
manage and monitor 
Out Treatment Patient 
(OTP) facilities and 
Stabilization Centres 
through identification 
and training of 
suitable health centres 
Provision of 
therapeutic food 
through OTPs 
13 CARE 
Food security 
(address shortages 
during  
Organization of 
farmer field schools 
REACH 
Malnutrition 
working group 
Provide training on 
conservation 
agriculture 
Provide seeds 
14 Concern Worldwide 
Nutrition 
Promote cultivation 
based on nutritional 
value; provision of 
recipes 
REACH 
Malnutrition 
working group Food security amongst 
marginalized 
people 
Farmer field schools 
provide training 
aimed at improving 
yield, quality, 
processing, 
profitability and 
management 
Focuses on available 
resources depending 
on location - i.e. urban 
farming, fish 
cultivation, rice 
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Livelihoods (food 
income and market) 
Strengthen 
government 
institutions at both 
national, district, and 
local level 
15 ACDI-VOCA PAGE 
Agriculture and 
Market Access 
(Income 
Generation) 
Creating and 
improving value 
chains for certain 
agricultural 
commodities 
PAGE 
Linking producers 
with markets 
Organization of 
farmer field schools 
into apex 
organizations to 
improve quality of 
production and 
improve response to 
market 
Provision of start-up 
grants and other types 
of grants, as well as 
provision of 
processing equipment, 
aimed at reducing 
post-harvest losses 
and to improve the 
quality of production 
16 ACDI-VOCA SNAP 
Nutrition (lead 
agency for SNAP) 
Health and nutrition 
education 
SNAP 
Distribution of family 
rations (of lentil, 
bulgur, and CSV – 
corn, soya blend – and 
vegetable oil) during 
the lean/rainy season.  
Focus on families 
with pregnant, 
lactating women 
and/or children under 
five years of age 
Identification and 
assessment of 
mal/under-nourished 
children.  Rations will 
differ for children 
who are under weight 
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versus those who 
attain a normal 
weight.  First 
component is thus 
therapeutic (but not 
acute or serious) and 
second is maintenance 
and monitoring 
Agriculture 
(component of 
SNAP) 
Agriculture 
improvement training 
Organization of 
farmers in farmer 
field schools 
Assisting with 
planning and 
organization of 
farming 
Help market 
production through 
business training 
 
 Participants were questioned regarding the objectives of their programs.  All 
participants classified their programmatic objectives as one or more of nutrition, food 
security and/or livelihoods. The concepts of nutrition, food security and livelihoods, as 
well as common implementation approaches, have each been explored previously in 
Chapter 4.  A further analysis of the types of activities that were ongoing showed that the 
activities described by participants could be grouped into one of several categories 
within each of the 3 broader programmatic objectives, many of which were found to be 
crosscutting, including: research, advocacy, governance, crop promotion, coordination, 
education, and the provision of seeds and tools.  For example, from a nutrition 
perspective, crop promotion is done to promote the nutritional benefit of the specific 
crop, whereas from a livelihoods perspective crop promotion aims diversify and increase 
production of certain crops, which may be more valuable and responsive to market 
demand.  Coordination includes the organization of farmer field schools, assistance with 
planning and organization, liaising, linking and building relationships with stakeholders 
and information sharing.  Education, as listed, refers to all forms of capacity building 
and training, both formal and informal, including demonstration plots for farmers. 
Activities that were found to be specific to nutrition programming included: 
heath care, food distribution, recipe provision, and micronutrient fortification and/or 
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supplementation.  In this context, the health care classification was used to refer to 
screening and assessment of nutritional status, referral to health units, and operational 
activities within a stabilization or outpatient treatment facility (OTF).  The activities that 
were classified within the objective of livelihoods, and in addition to the cross-cutting 
activities already identified, were as follows: business development, market 
development, grants and/or lending and infrastructure development.  Finally, activities 
that were defined as within the food security category generally overlapped with either 
nutrition and/or livelihoods activities.  The only activity that participants identified as 
unique to the food security objective was food for work.  
Table 54 below shows how participants classified their organizations programmatic 
objectives, as well as the classification of their programmatic activities: 
Table 54:  Fieldwork Objective Classification 
No. Organization Nutrition Food Security Livelihoods Activity Classification 
1 REACH  X     
Research, Advocacy, 
Governance, 
Coordination, Education 
2 FAO   X   Education, Governance, Research, Advocacy 
3 WFP X X   
Research, Coordination, 
Education and Food 
Distribution 
4 Hellen Keller X     
Health care, 
Micronutrient, Research, 
Advocacy, Education 
5 GOAL X   X 
Health care, Business 
development, Grants and 
Lending, Food for Work, 
Coordination, Education 
6 Africare   X   Food distribution, Food for Work 
7 Plan X   X Micronutrient, Grants and Lending, Education 
8 World Vision   X X 
Food distribution, 
Business Development, 
Grants and Lending, 
Coordination, Education, 
Provision of tools/seeds 
9 IMC X     Health care, Food distribution, Education 
10 GIZ   X   Grants and lending, Food 
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for work, Coordination, 
Education, Provision of 
tools/seeds 
11 CRS   X X 
Grants and lending, 
Infrastructure 
development, Food for 
work, Coordination, 
Education 
12 ACF X     Health care, Food distribution, Governance 
13 CARE   X   Coordination, Education, Provision of tools/seeds 
14 Concern Worldwide X X X 
Business development, 
Governance, Crop 
promotion, Coordination, 
Education, Provision of 
tools/seeds 
15 ACDI-VOCA PAGE X X   
Business development, 
market development, 
Grants and lending, Crop 
promotion, Provision of 
tools/seeds 
16 ACDI-VOCA SNAP   X X 
Health care, Food 
distribution, Business 
development, Education 
 
It must be stressed that the activities listed in table 54 and their corresponding 
classification, may not be comprehensive.  Rather, these were the activities that 
participants decided to highlight during the interviews, in response to the question asked.  
It is therefore assumed that these are the primary activities that were included in each of 
the programmes, and that anything that may have been omitted comprised a smaller 
priority or role within the programme. The complexity of programming and the time 
constraints of interviews precluded a full breakdown of every program. 
It is also important to note that table 49 above contains a column titled: Member 
of Collaborative Program.  In reviewing the data, it became apparent that many 
organizations were participating in one or more of several larger, multi-agency programs 
that were operational in Sierra Leone, as follows: REACH, WFP, CMAM, SNAP and 
PAGE.  It is also important to note that many organizations were undertaking activities 
in addition to, and outside the scope, of these initiatives.  Additional activities were 
funded through different donors, outside these larger programmes, whether the funds 
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were acquired through ODA or private donations.  For example, Participant C from 
Hellen Keller International noted that the Canadian International Development Agency 
(CIDA) was their primary donor, supporting vitamin A supplementation.  In contrast, 
both World Vision and Plan International had a significant portion of unrestricted funds 
available through private donations acquired through their sponsorship programmes.  
Nonetheless, because of the scope and scale of these projects, it merits reviewing their 
key objectives and delivery mechanisms, which will be described below: 
 United Nations REACH Programme 
REACH is a partnership programme that was jointly established between the 
FAO, UNICEF, WFP and WHO to assist governments with food and nutrition actions 
aimed at alleviating child and maternal under nutrition ("REACH Partnership,n.d.").  
REACH is a muli-sectoral approach, which brings together experts and practitioners 
from the agriculture and nutrition communities with an aim to strengthen governments’ 
capacity to improve nutrition and food security ("REACH Partnership,n.d.") 
The programme was established in 2008 and is active in 12 countries, mostly in 
Africa.  There are four target outcomes for the REACH programme, as follows: 
increased awareness of problem and potential solutions; strengthening of national 
policies and programs; increased capacity; and increased efficiency and accountability 
("REACH Partnership, n.d."). REACH was established in Sierra Leone in 2010, and 
activities have focused on developing stronger linkages between agriculture, health and 
nutrition policies and programmes, at both the national and subnational level ("REACH 
Partnership, n.d."). 
 WFP Sierra Leone Programme 
The WFP operated  two programmes in Sierra Leone at the time of this research, 
in 2011.  The first is known as the Country Program (CP) and the second is called the 
Protracted Relief and Recovery Program Operations (PRRO).  The PRRO is specifically 
considered to be a transition programme as it is targeted at the regions of the country 
that were most affected by war.  The WFP PRROs are designed to sustain communities 
to facilitate the re-establishment of livelihoods and stabilisation of food security. PRROs 
cannot last more than three years. 
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Country programs are listed as part of WFPs development programming. 
However, the CP in place at the time of research is specifically noted to be transitional, 
commencing in 2007 when, as the WFP states:  
‘ the Government is moving from an emergency footing and is unable to provide 
the human and budgetary resources or leadership required to carry out the country 
programme, which will run from 2008 to 2010, synchronized with the United Nations 
Development Assistance Framework (2008–2010)1 on which it is based, supporting the 
national effort to improve health and education. This programme will build the capacity 
of government institutions and district counterparts with a view to promoting 
government and community ownership.’ (WFP, 2007, p.3).  
The objectives of the CP were: to provide safety net programmes to assist hungry 
poor households, including those affected by HIV/AIDS (WFP, 2007). 
 Community Management of Acute Malnutrition (CMAM) 
Programme 
The Community Management of Acute Malnutrition (CMAM) approach was 
developed jointly by Valid International and Concern Worldwide and endorsed by the 
WHO.  The underlying principles of CMAM, as indicated on the Valid International 
website, are as follows (source:  http://www.validnutrition.org/cmam/): 
x Provision of safe, effective therapeutic food for people to use at home, 
rather than costly treatment in inpatient centers. 
x Working with communities to help the communities identify cases of 
malnutrition and to encourage early presentation before patients become 
critically ill. 
x Delivery of therapeutic food through existing structures, reducing costs 
through integration of the treatment of malnutrition into health structures. 
UNICEF is the lead agency supporting, coordinating and funding CMAM in 
Sierra Leone.  According to UNICEF, CMAM has 4 components, as follows: 1) 
community outreach as the basis; 2) management of moderate acute malnutrition 
(MAM); 3) outpatient treatment for children with severe acute malnutrition (SAM) with 
a good appetite and without medical complications; and, 4) inpatient treatment for 
children with SAM and medical complications and/or no appetite.  In addition, CMAM 
works to integrate these 4 components into the national health care system.  (source: 
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http://www.unicef.org/evaldatabase/index_CMAM.html)  In Sierra Leone, this means 
that through the CMAM program, treatment of malnutrition is being integrated into 
health centers. 
The CMAM approach was initially piloted in 4 districts in Sierra Leone 
beginning in late 2007.  The programme was then scaled up to the national level in 2011, 
with at least one OTP site in every Chiefdom (Kamara, 2011).  The CMAM programme 
in Sierra Leone is financed by UNICEF, WFP and WHO. 
 Sustainable Nutrition and Agriculture Promotion (SNAP) 
The SNAP program is a multi-year program, covering the period from 2010-
2016, which is funded by USAID’s Office of Food for Peace.  USAID’s Food for Peace 
mandate is twofold, as follows: first, to provide food assistance to those affected by 
conflict and/or natural disasters; and second, to provide development food assistance to 
underlying causes of malnutrition ("USAID, n.d."). 
The SNAP program in Sierra Leone has two stated programmatic objectives. The 
first objective is to reduce chronic malnutrition among children under five. The second 
objective is to enhance livelihoods for vulnerable people (Sustainable Nutrition and 
Agriculture Promotion Program).  The programme strives to meet the first strategic 
objective by providing food aid to pregnant and lactating women and to their children, as 
well as through the provision of an additional family ration during the lean season.  The 
program uses the PM2A methodology, which combines food distribution with health 
capacity building, behaviour change, and training on child welfare.  Activities aimed at 
meeting the second strategic objective include the provision of training, focusing on 
improving marketing, processing, storage and crop retention throughout the year, 
literacy, numeracy and vocational training to youths, and the establishment of village 
savings and loans (Mid-Term Evaluation Report: Sustainable Nutrition and Agriculture 
Promotion 2013).  
 Promoting Agriculture Governance and Environment (PAGE) 
PAGE was a $13.4 million USAID funded livelihoods project, which ran 
between 2008 and 2012, that was designed to build upon previous USAID funded 
programs in the agriculture sector in Sierra Leone.  ACDI-VOCA was the lead 
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organization for the program ("Sierra Leone – Promoting Agriculture, Governance and 
Environment,n.d.") . 
The purpose of the PAGE programme was to address “production-to-market 
transactions and develop competitive agricultural and rural enterprises using the market 
system development approach” (Case Study 2: Sierra Leone).  The PAGE program 
aimed to increase agricultural productivity and, consequently, farmer incomes, through 
the use of a market-based approach to agriculture and support of existing Farmer Field 
Schools ("USAID, n.d.").  The PAGE program did not have a nutrition or food security 
component, and it focused exclusively on maximizing income generation for farmers 
(Respondent A ACDI-VOCA).  This was done through capacity building for new and 
existing farmer field schools, producer organizations, marketing associations, women’s 
groups, youth groups and community-based organizations, as well as through grants and 
village savings and loans.  Through these groups, the PAGE program sought to re-
establish and build linkages in agribusiness value chains in order to link farms with 
markets. The program focused particularly on cocoa, rice and sorghum ("NGO Aid 
Map,"). 
 
This section provided an overview of the field research undertaken in Sierra 
Leone.  It outlined the number of participants, as well as the organizations that were 
represented, as well as the principal activities that each organization was undertaking.  In 
addition, it presents some basic results regarding how participants classified current 
programmatic activities, as either having a nutrition, food security or livelihoods 
objective.  On this basis, activities were then grouped as being perceived as a nutrition, 
food security or livelihoods activity.  Several cross-cutting activities were also identified 
and highlighted.  It was then noted that many of the participating organizations were part 
of large-scale consortium type programs that were being implemented in the sector in 
Sierra Leone.  A brief overview of each was provided in sections 7.4.1 to 7.4.5 for 
additional context.  The next section will provide unique perspective that emerged from 
the field research on relief, transition and development stages in the nutrition/food 
security and livelihoods sector.   
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7.5. Classifying Relief, Transition and Development 
Stages in the Nutrition/Food Security and Livelihoods 
Sector: Perspectives from the Field 
The objective of this section is to provide analyses of participants’ responses and 
develop hypotheses on what the term ‘transition’ means and the relationship between 
each of the stages in the nutrition and food security sector.  As done in each of the 
previous two sectors, participants in the nutrition/food security and livelihoods sector 
were probed on their definitions and characterizations of relief, development and 
transitional aid within the context of their sector.  Their perspectives on what constitutes 
relief, transition and development within the sector informed their classification of 
current activities, as shown in table 55 below. 
Table 55:  Field Results: Classification of Programming 
No. Organization 
No. of 
People 
interviewed  
Classified 
as Relief or 
Emergency 
Assistance 
Classified as 
Development 
Classified 
as 
Transition 
Mixed 
1 REACH  1   1     
2 FAO 1     1   
3 WFP 2   * * 2 
4 Hellen Keller 1   * * 1 
5 GOAL 1   1     
6 Africare 1   * * 1 
7 Plan 2   2     
8 World Vision 3   3     
9 IMC 1   1     
10 GIZ 1   1     
11 CRS 2   2     
12 ACF 1   * * 1 
13 CARE 1   1     
14 Concern Worldwide 1   1     
15 ACDI-VOCA PAGE 3   2 1   
16 ACDI-VOCA SNAP 2   1* * 1 
Total 24 0 16 2 6 
 
The data shows that while the majority of participants classified current 
programming in the sector as development, this was not universal, with some 
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participants classifying their activities as transitional or mixed.   All participants, who 
classified the program as mixed, considered it as a mix between transition and 
development, while none of the participants classified their programming as relief.  This 
is very interesting, as we previously noted that nutrition and food security indicators in 
Sierra Leone continue to classify the country, as whole, as being in crisis.  As a result, it 
would have been unsurprising for at least some participants to have classified ongoing 
activities as relief.  Participants definitions and understanding of the terms will continue 
to be explored in the remainder of this section, and we will pay particular attention to 
synergies and differences in participants’ perceptions compared to the literature. 
A review of the data shows that participants discussed the stages in relation to 
various themes, as follows: objectives of aid, community based participation, the use of 
known development approaches, the role of government, simultaneous relief and 
development assistance, aid targeting, construction and rehabilitation, and food for 
work.  Each of these will be discussed in turn below.  
 Objective of Aid – Relief and Development 
Unsurprisingly, and similarly to the previous two sectors that have been analyzed, 
greatest concurrence existed in participants’ definitions of relief aid.  A respondent from 
IMC noted that relief assistance occurs while the conflict is ongoing.  In his words, he 
states: “You have to respond.  You are a first responder.”  This was echoed by the 
participant from Africare, who defined relief assistance as life-saving activities that meet 
an immediate need, and where programmatic activities have to be implemented quickly. 
He also noted that emergency assistance “targets a very transient and fluid population,” 
and thus the key-defining characteristic, in his view, is that the objective of aid is 
temporary.  As an example, he noted that emergency assistance must follow the 
beneficiaries if they move to another geographic location.   
Participants also generally had similar perspectives on the objectives of 
development programming in the sector. They focused their descriptions on activities 
aimed at long-term improvements and sustainability.  Respondent C from CARE USA 
summarized this in the following statement: “But in terms of developmental phases, 
development is something that is long term, and, as a result, because it is long term it is 
more sustainable than the emergency phase.”  
 249 
The issue of distribution of inputs, or handouts, also came up in the context of 
discussing the objectives of aid.  Handouts were generally considered to be short term, 
unsustainable measures, most often associated with relief aid.  In discussing his 
perspective on development programming, the IMC participant made the following 
comment: “There should be less dependency on direct distribution at the communal 
level”.  The respondent from Hellen Keller International also indicated that she viewed 
relief assistance in the nutrition sector to include direct operation of therapeutic feeding 
programs and distribution of food aid, such as the supplementary feeding programs run 
by WFP, as well as development programming predominantly focused on capacity 
building, sharing information and advocacy.  Respondent A from CRS classified their 
programming as development in stating: “I think it is a development program, because 
we have refrained from giving out handouts, and we are now much more interested in 
building capacities and organizing people to have links and take decisions on their own. 
So, it is developmental now”.  Respondent B from CRS also further contrasted relief and 
development work in terms of the provision of handouts and community participation, 
stating the following: “I think that relief is, we give you food, we build your houses for 
you and we put you up and we make this happen. I think development is more working 
with communities to self actualize these people to do things on their own”.  
The perspectives explored above, while commonplace amongst development 
practitioners, do not fully match with the literature explored in Chapter 4 for the sector.  
As we saw in Chapter 4, programs such as community management of acute 
malnutrition, supplemental feeding and micronutrient fortification, as well as infant and 
young child feeding programs, are all supported by the literature, and major international 
organizations such as the WHO, WFP and FAO, in relief, post-conflict and development 
contexts.  These programs inherently include a component of handouts.  One of the ways 
that the CMAM program addresses acute malnutrition is through the provision of ready 
to use therapeutic foods.  Supplemental feeding and micronutrient supplementation very 
clearly involves direct provision of food.  Infant and young feeding programs also 
include the provision of complementary foods to pregnant and lactating woman and 
children under two years of age.  As a result, it would appear that while the literature 
tends to include the direct provision of food as an appropriate intervention within the 
context of development, and even as a means of meeting global targets, such as the 
MDGs, many practitioners on the ground do not share this viewpoint.  
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It is worth noting, however, that none of the interviewees classified ongoing 
interventions as relief aid.  Despite the inclusion of direct handouts as part of ongoing 
interventions, and given the prevalence of these programs in Sierra Leone, 16 
participants still classified ongoing work in the sector as development.  This shows that 
while many of these participants did not consider this element of programming to be 
consistent with a development approach, it was insufficient as a characteristic on its own 
to exclude the classification of development.  However, two participants classified 
ongoing programming as transitional, and a further six participants classified it as a mix 
between transition and development.  The continued use of direct food handouts was one 
of the reasons cited for not classifying the programming as developmental.  
Quite a lot of discrepancy did emerge regarding participants’ perspectives on the 
objective of assistance in the transition phase.  These perspectives will be discussed 
further later in this section, in subsections 7.5.4-7.5.8. 
 Community-based Participation 
Another area of general consensus between interviewees in the sector was with respect 
to the role of community-based participation in programming.  The participant from GIZ 
noted the degree of participation as a key distinguishing feature between aid in the relief 
period and development programming.  When describing their work, he explains that he 
considers that relief aid continued through the resettlement period until 2005.  He 
justifies his classification of aid during this time as follows: 
‘Oh 2003-2005.  You know when we are implementing projects then, we actually did 
everything for the community members.  Of course, their participation was very 
much key in the entire implementation, but what I mean here is, we are actively 
involved in making decisions, so maybe what is good for them.  Because their 
immediate needs are clear, they needed shelter, they needed food, they needed 
clothing, they needed agricultural activities, they needed some kind of social 
cohesion etc.  So, we designed the activities without much of their involvement, 
without them taking part in the decision for what is good for them’ 
When the participant from IMC described their program and classified it as 
development, he highlighted that their programming is both community-based and 
participatory.  The participant from Africare distinguished the transition phase from the 
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development phase in terms of the degree of community participation.  Specifically, he 
states:  
‘I don't see a fundamental difference [between transition and development], alright? 
Because you're working with people and whatever assistance has been provided there 
is going to impact the lives of those people. Now, in a transition program because 
peoples' livelihood has been lost, the demands of community contribution is less than 
in a community that is moving towards development. They have to take the initiative 
in a development stage.  They have to take the initiative, they have to come to you, 
you must see what they are prepared to do, demonstrate to their own contributions 
and all of that. You know, we’re very strict on that to moving in the development 
stage. In the transition, there's some level of flexibility’ (Participant, Africare). 
The participants from Plan also noted that their current programming emphasizes 
using community empowerment to motivate community members to undertake 
activities, and that they are moving more from a service delivery model to a rights-based 
approach.  Participant B from World Vision explained that their country strategy 
currently enables work in five thematic areas: health, education, food security, micro-
enterprise development, and water and sanitation.  He also noted that community 
participation, empowerment and decision making were critical components of their 
approach, and that the ADPs themselves selected the areas of programmatic work to 
focus on.  The respondent from GIZ also considered community participation and 
decision-making in contrasting relief and development.  This is noted in his statement:  
‘One distinguishing feature it definitely has, is in the emergency phase, like I told you 
before, we did almost everything for the people, meaning that people had very little 
role to play in designing the project and implementing it, and that kind of thing.  So 
they had very little to do.  That was in the emergency, but we cannot continue to 
support them on and on, they too have to play their own role.  So during the transition 
phase, contribution to our projects achievement or implementation is shared.  What 
counts as 50% of the project, they have to provide local materials as their own 
contribution, provide labour or so and in some cases, we already had some local 
technicians, if we are trying to do some kind of construction, they have to provide 
that.’ (Participant, GTZ) 
Respondent B from Concern also echoed community participation as the key 
factor in defining development activities in the sector, noting:   
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‘ in 2006 there’s a lot more developmental things: people thinking through things 
want to they want to do, and taking a choice, whether they want to do this or that, and 
looking at a very long term commitment, 4 or 5 years, and asking for their own 
contribution, most of the time they are contributing to this, how are you going to take 
it on and things like that.  And that’s at the community level.’ (Participant B, 
Concern) 
 
The imperative of including community based participation in programming in 
development approaches in the nutrition and food security sector is echoed by both the 
literature and field practitioners.  As summarized in the theoretical framework for this 
sector, community participation is encouraged to the extent possible in relief 
interventions but becomes a major focus in development approaches.  This is one area 
where theory and field perspectives concur. 
 Use of Known Development Approaches 
Several participants, who classified their organizations programming as development, 
justified their classification by noting that they were using approaches that were 
considered development approaches.  The participant from IMC noted that they are 
using a Preventing Malnutrition in Children under Two Approach (PM2A) 
methodology, which is widely considered appropriate in a development context.  The 
PM2A methodology is very similar to the IYCF program.  It includes three core 
elements, as follows: 1 – Fortified food provision to the beneficiary, often as a family 
ration, 2 – required attendance at preventative health visits, and 3 – required 
participation by beneficiary mothers in behaviour change communications activities 
(Source: https://www.ifpri.org/project/preventing-malnutrition-children-under-two-
pm2a). 
The participant from IMC stressed that the PM2A approach is used in many 
contexts and not specifically targeted at post-conflict environments.  In fact, he 
specifically noted that the SNAP programming was a development program because “it 
is not responding to a post-conflict scenario” (Participant, IMC).  In addition, the 
participant from Plan also classified their programming as development by mentioning 
their programmatic approach.  Specifically, he noted that they were shifting their 
programming towards a rights-based approach, which he remarked was appropriate for a  
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development context and would not be employed in either a relief or transitional 
programme. (Participant, Plan)  This was echoed by the participant from Concern, who 
noted that he also considered a shift in programming towards a rights based approach as 
development (Participant, Concern). 
 Role of Government 
 The role of the government was also noted as important in defining development, 
particularly for the treatment component of nutrition.  The IMC participant noted that 
the SNAP program is designed to work very closely and in partnership with the 
government. In fact, SNAP requires that the Ministry of Health, with the support of 
IMC, deliver some of their program activities, in particular training. He also noted that 
the SNAP programme was designed to align with the Ministry of Health’s strategic plan.  
The interviewee from IMC stressed this point, in stating:  
‘What happens when there’s no more food and they’re weaned off, and there’s new 
people and then they get new food, and those ones that have been weaned off, right, 
what happens?  They’re referred to UNICEF’s OTP sites that support directly the 
ministry of health, right?  It always will come back to the problem of the state should 
take care of its own beneficiaries and the state can’t. (Participant, IMC). 
 In his view, capacity building of government officials to assume this role is a core 
component of development programming.   
The participant from Concern Worldwide also noted that he viewed working 
with various levels of government, as well as with local NGOs, as critical in 
development programming.  He also noted the difference in engagement with these 
institutions and structures as a differentiating factor between transition and development 
programming.  Specifically, he stated: “The other thing about that period of transition 
that was pronounced is the fact that the capacity of local NGOs and local partners, as 
well as the district level government agency, was very, very poor” (Participant, 
Concern).  
These opinions are also in line with the theory, as outlined in the literature and 
summarized in Chapter 4.  According to the theoretical framework established in that 
chapter, training or capacity building should be incorporated into programming to the 
extent possible in emergencies; whereas the literature notes a strong focus on this 
element in development programming.  Similarly, institution building was not found to 
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be a focus during emergency operations, whereas it was found to be a strong focus in 
development programming.  However, these comparisons only facilitate a comparison 
regarding relief and development and exclude transition.  The participant from Concern 
Worldwide differentiated between the transition and development phase in terms of the 
capability of local and government partners, suggesting that capacity is poorer in the 
transition than development.  This, however, is a very subjective observation and no 
means of assessing capacity or the minimum capacity that might be necessary in order to 
shift programming approaches was suggested.  Nonetheless, from this we can suggest, 
that capacity building should be a strong focus of transition programming, and perhaps 
further research could be conducted on specific indicators around local partner capacity 
that could be used to determine when sufficient capacity has been built to shift 
programming approaches on the ground. 
 Transition as Simultaneous Development and Relief 
Assistance  
The definition that we have seen earlier in the WASH and health chapters of 
simultaneous relief and development aid re-emerged in this sector as well.  The 
interviewee from IMC explained that relief interventions must actually continue 
throughout the resettlement process. However, he also notes that in places where 
villages are substantially present and resettled, activities should resume as soon as 
possible, from a developmental perspective (Personal Communication).  Respondent A 
from World Vision made a similar comment, noting that relief work would have to 
continue for people coming from refugee and IDP camps, and that those people would 
need direct support .  The interviewee from Africare noted that there were still Liberian 
refugees in camps until around 2005.  He noted that Africare therefore had to provide 
direct support to host communities to support resettlement during this time, and he 
considered this to be a transitional program.  The respondent from GOAL Sierra Leone 
noted that during the period of resettlement “you are still providing a lot of relief for 
people as they are trying to get settled back into things.  You do need that transition time 
after people are shifting; they’re moving back to where they used to live. They are 
finding things destroyed where they were and having to go to into an emergency”.  This 
means that there is a period of time when development work begins in some areas, while 
relief support is still provided to those being resettled.  The IMC interviewee made an 
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interesting point in stating that, in the case of Sierra Leone, he believed that the 
transition actually began before the war was officially declared over.  He noted that 
peace came to different regions of the country at different times, and in his view the 
transition actually began as early as 1999 when some areas of Sierra Leone became 
mostly peaceful.   
As we have seen previously, hand-outs are typically associated with relief aid, 
and most people expressed that hand-outs should cease in development programming.  
However, Respondent A from World Vision makes an important point that in the 
agricultural sector in particular, inputs may be required after the relief phase ends. 
Specifically, the respondent remarks:  
In the Kono district, 75% of the population are farmers, and during the war it’s like 
they lost everything because they were driven out here for like 6 to 7 years, they were 
out of this place, and since they came back they have nowhere to start: no tools, no 
seeds because the rebels they brunt everything down, their seed banks and this type of 
thing.  So, World Vision came in and started with this agricultural recovery program 
where they were giving out seed rice to farmers, 25 kg seed rice per farm family, a 
cutlass, and a hoe to farm families.  And they were also giving bulgur, that’s bulgur 
wheat, and vegetable oil to serve as food for work to like protect the seeds.  You do 
your farming, then while you’re doing your farming don’t eat your seed and then 
there’s food for you to eat in the meantime.” (Respondent A, World Vision) 
The participant from Concern Worldwide made a similar statement, noting that:” 
It takes a while for rice to be ready or for food to be ready when planted, and that 
period when they’re waiting they get some food from WFP” 
 Respondent A from CRS also noted the transition phase as comprising 
simultaneous relief and development assistance, but the respondent also specified that 
during this period relief activities should be declining.  This is shown in his statement:  
Yes, it’s transition because it’s got some relief elements in it because we were taking 
care of the vulnerable…but what we did was we were really creating the transitional 
phase for the vulnerable. When we started we gave them a full package of assistance 
but then the package is decreasing as the project progressed and then we formed 
committees around these vulnerable to be able to like, do a community farm for them 
so when food stops they will take over. (Respondent A, CRS) 
 256 
 The notion that transition encompasses simultaneous relief and development 
assistance has emerged in each of the two preceding chapters.  This understnding of 
transition seems to be widespread.  Nevertheless, this definition is not sector specific; 
rather it may be considered as cross-cutting.  
  Aid Targetting  
Two respondents considered defining the stages partially in terms of who the 
beneficiaries were.  The participant from GIZ explained that he considered the second 
stage of the transition period to have occurred between 2005-2008.  He explained that 
work during this period was more developmental in terms of approach but targeted 
limited chiefdoms, specifically border areas that had been most affected by the war and 
were most vulnerable in terms of security.  
The idea that targeted aid is a key feature of the transition phase was also 
expressed by the respondent from Africare.  Specifically, he notes that during an 
emergency, there is generally an underlying assumption that people affected by war have 
lost everything and are in need of assistance, regardless of economic or social status.  He 
continues to note that in the transition, assistance began to disaggregate and target 
specific demographics of the population (i.e., at-risk youth, resettling IDPs.).  In 
contrast, in development, the interviewee notes, that there is again a disaggregation of 
aid, in the sense that development assistance is often meant to benefit everyone again.  
 Construction and Rehabilitation 
 Several participants identified construction and rehabilitation activities as 
transitional programming.  The participant from Concern noted that beneficiaries, 
individuals, families and communities lost many or all of their assets in the war, which 
needed to be rebuilt before development programming could resume.   Respondent C 
from Plan came to the same conclusion.  He noted that Plan had undertaken a Situation 
Analysis post-war and the one notable difference that emerged was that the need for 
reconstruction and infrastructure development, specifically reconstruction of markets 
and farm-to-market roads etc.  In his opinion this constituted a transitional activity 
(Respondent C, Plan).  Both the respondent from IMC and Concern also considered 
rebuilding assets as a key feature of the transition stage in the nutrition and food security 
sector.  
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 Food for Work 
The interviewee from CARE USA described Food for Work as a transitional 
activity. He considered it as a mechanism to introduce income into recovering 
communities, as well as to build critical assets that had been lost during the conflict. In 
addition, both participants from the WFP classified the Country Program (CP) as a 
development program, and the PRRO as a transition program. However, when 
describing the two programs, both participants described them as being almost identical, 
with both the CP and PRRO implementing the same three programmes as follows: first 
programme is school feeding, second – maternal and child nutritional support, and third 
– nutritional support for people living with HIV/AIDs.  Respondent A notes this 
succinctly in the following statement:  
The maternal and childhood nutrition, it was the same thing that was done in the CP 
as well as PRO, as well as the supports to people living with HIV and AIDS and the 
school feeding, only that it was the nomenclature that's changed. The PRO, they call 
it Emergency School Feeding. Whereas in the country program it was called School 
Feeding. Just like that, that type of thing (Respondent A, WFP). 
Respondent B then clarifies that:  
The only difference was that in the CP they didn't have the livelihood program like 
the Food for Work and Food for Training, more for the Food for Work. When ones 
go into development, we will not have these type of activities like Food for Work, 
Food for Training, that type of thing. Those ones will not be in development 
programs. We will not have supplementary feeding program, it will be activities that 
will try to actually prevent malnutrition, not curative and focused activities like 
supplementary feeding.  In the development program the focus is away from no 
supplementary feeding, then it shifts to prevention, except in the case of extremely 
vulnerable populations, like HIV or AIDS. (Respondent B, WFP).  
Respondent C from World Vision also raised Food for Work as a transitional 
activity, as did Respondent A from the PAGE program, implemented by ACDI-VOCA. 
The Food for Work approach is more of social safety net programme in a development 
context, which means that more broadly, it does not disappear, but rather, becomes less 
of a general program and more of a targeted one.  
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7.6. Indicators for Moving between Relief, Development 
and Transition Stages of Programming in Nutrition/Food 
Security and Livelihoods sector: Perspectives from the 
Field 
Consistent with the interviews conducted with participants in the WASH and health 
sectors, participants in the nutrition/ food security and livelihoods sector were also asked 
if they could provide indicators for each of the stages.  The only indicators that emerged 
for terminating relief aid with participants in this sector concerned security.  
Specifically, the indicators that were mentioned are summarized in the table below: 
Table 56: End of relief aid indicators  
Type of Indicator End of Relief Aid Indicators 
Security 
No or minimal violence 
Government announcement that war is over 
Call for people in refugee camps to return back home 
Disarmament of civilians complete 
Population has freedom of movement without fear 
(summarised from interview data) 
 Indicators were also identified for development readiness of programmatic 
approaches in the food security/ nutrition/ livelihood sector, which are summarized in 
the table below:  
Table 57: Development readiness indicators  
Type of Indicator Development programming readiness indicators 
Governance 
Government representation at both national and district 
levels in place 
Peaceful election 
National policy in place (i.e. school feeding) 
National budget allocation for key activities in the section - 
i.e. to staff and run stablization and OTP centres 
Leadership structure back in place 
Health care 
Number of health facilities in a catchment area 
Number of health staff for a catchment area 
Training of health staff in malnutrition 
Local and community 
based participation 
Local organizations operational 
Partnerships with local organizations possible 
Most people have returned to their communities or 
resettled 
Community committies formed and operational 
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Program delivery through community structure or local 
NGOs and less direct delivery by international NGOs 
Community active in selecting their needs and participating 
in programming 
Community requesting less inputs (i.e. seeds) 
Assets 
Community able to contribute (i.e labor) 
Markets are operational and occur regularly and reliably 
Basic infrastructure for market accessibility in place (i.e. 
market location designated, road to market accessible 
Nutrition indicators 
Community members have basic tools and equipment 
Rate of malnutrition less than 10% to stop supplemental 
feeding 
Number and percentage of children with stunting 
Height and weight for age charts 
Dietary diversity scores 
Caloric intake 
MUAC data 
Agriculture and food 
Number of farmer field schools established 
Diversity and availability of crops and/or affordability of 
nutritional food at markets 
Level of food stock available in communities 
Saturation of subsistence agriculture programs - i.e. most 
of the country has received this type of assistance 
Planted crops have been through at least one cycle and 
have started yielding 
Less community demand for food for work 
Knowledge Knowledge based formed for to replace lost farm knowledge during the war 
(summarised from interview data) 
 The table above identifies all of the indicators that were mentioned by 
participants during the interviews.  However, it is worth disaggregating some of this data 
by activity type.  In particular, both governance and the health care indicators, were 
mentioned only by participants that were engaged in the treatment component of 
nutritional programmes, such as those engaged in the CMAM or SNAP programmes, 
and ACF.  The health care activities that these organizations were involved in included 
assessment of nutritional status and referral to PHUs, and operation of stabilization 
centers and OTPs.  This indicator is consistent with the governance indicators that 
emerged in the health chapter.  As the treatment component of nutritional programming 
is delivered through the health care system, the convergence of indicators is logical. 
 Participants active in the health care/treatment aspect of nutrition programming 
were also those that raised the nutritional indicators as development readiness indicators.  
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Activities that could be classified as relief, such as supplemental feedings, were justified 
on the basis of these indicators.  When these participants were subsequently asked if 
their programming was influenced by the war or post-conflict environment, most felt 
that it was not, and this type of programming would be an appropriate response to these 
levels of nutritional indicators, regardless of the cause.  As the interviewee from ACF 
noted “I will say on a daily basis for our program there is not a lot of impact of the war 
in terms of our care practices.”. If these activities are justified solely on the basis of 
nutritional indicators and are independent of the conflict or post-conflict context, one 
must question whether these activities can be considered as transitional in the context of 
post-conflict programming.  Rather, it is hypothesized that perhaps these activities may 
be considered relief as they are responding to what are considered to be emergency 
conditions within the nutrition sector, independent of the cause or type of emergency. 
Emergencies in the food sector can often be slow onset, complex conditions, unless there 
is widespread disruption.  Lack of availability, and access to food has multiple, 
interrelated causes.  
Within the agriculture and food classification, indicators can be further 
subdivided into food security and livelihoods indicators.  The two food security 
indicators that were highlighted were the level of food stock available in communities 
and the crops that have gone through at least one planting cycle and have yielded 
harvests.  These indicators were raised in the context where food handouts were 
considered relief aid, and where participants noted that food aid could not be stopped 
until these minimum conditions were met. 
The livelihood focused indicators within the agriculture and food classification 
included the following: first –  number of farmer field schools established (bearing in 
mind that FFS are not the only source of agricultural knowledge and information 
exchange, however they are widespread in the context of the current research); second – 
diversity and availability of crops and/or affordability of nutritional food at markets; 
third – saturation of subsistence agriculture programs meaning that most of the country 
has received this type of assistance; and fourth – less community demand for food and 
for work. Participants expressed that if many farmer field schools had been formed, and 
the country had already benefited from broad coverage of subsistence agriculture 
programs, the participants would then be ready for a more market-focused approach to 
programming. They would be ready for a shift in programming from food security 
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toward livelihoods (Personal Communication).  Similarly, acquiring sufficient diversity 
and availability of crops, and/or gaining access to affordable nutritional food in markets 
is generally the objective of food security programmes.  Participants engaged in 
livelihoods work noted that once these objectives had been met, that programming could 
then shift to more-market based approaches (Personal Communication).  It was also 
noted that as food security improved, there would be less demand “for food for work” 
type programming, which would also indicate a readiness to scale up and refocus 
programming (Personal Communication).  Essentially, livelihoods participants identified 
a hierarchy within nutritional programming, wherein treatment of acute malnutrition is 
the first objective, following by food security, and then finally moving towards 
livelihoods (Personal Communication). 
The participants, who focused on agricultural and food indicators, whether from 
a food security or livelihoods perspective, were generally those that classified the 
transition as simultaneous relief and development aid.  Many of these participants felt 
that there was limited or no difference to their programming in transition or development 
stages (Personal Communication).  These participants advocated for an early 
developmental approach to programming and scaling back or terminating food 
distributions as soon as possible. Some of their perspectives are outlined in the following 
quotes: 
Like I told you, I’m from Mali, so Mali does have food for work-funded programs 
there.  With the same goals improving agriculture production, taking care of 
malnourished children, with the same goal.  In Sierra Leone, I am seeing the same 
thing, Liberia the same thing, then that would make me think that the war has nothing 
to do with this (Respondent C ACDI-VOCA SNAP). 
But I think, really, if you ask somebody in Sierra Leone if this is development, relief, 
or transition they'll probably say...Probably view very little difference between the 
two. That's the thing, is development is also implemented so differently by different 
organizations. There's so many different things that people actually classify as 
development. If we're looking at the definition of transition, that becomes a question. 
Is there actually a transition or are the approaches to developments so broad that 
actually transition and development is really pretty much the same thing? But any 
time you end or try to scale back the direct food aid or the direct...That is 
development (Respondent B CRS). 
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In this particular case the way I’ve described them, transition does not actually exist 
because if you look at our system it’s part of the overall development goal of the 
program, so there’s not room for transition (Respondent A SNAP). 
Similarly, the same participants who focused on agricultural programming also 
tended to identify indicators that were classified as community and local participation, 
which was in direct contrast to those engaged in the treatment side of nutrition 
programming.  Community and local participation is a key component of development 
processes, regardless of the discipline. As a result, these key components can be 
considered to be generally aligned with theory.  In examining these indicators, it 
becomes apparent, that many of these conditions would be satisfied early on, as many of 
the indicators are tied to resettlement.  Consequently, these indicators would also favour 
an early shift to development programming.  These indicators would point to 
resettlement activities as transitional, leaving transition within the agricultural or food 
security sector to be ambiguous or possibly non-existent. 
Finally, two classifications of indicators remain: first – assets, and second – 
knowledge.  The indicators that emerged under the classification of assets are very 
similar in nature to the indicators that emerged as infrastructure indicators in the health 
chapter.  These indicators highlight the need for reconstruction of destroyed assets, 
which are essential for normal economic activities to resume.  The knowledge indicator 
that was identified – a knowledge base formed to replace lost farm knowledge during the 
war – highlights a decrease in capacity that directly resulted from the decade long war.  
Farm knowledge is traditionally passed on through families and community-based 
structures.  The war disrupted the transmission of knowledge and capacity in this regard, 
as the majority of farming practices ceased for the duration of the war.  In addition, 
because many people died during the conflict, they were unable to pass on their 
knowledge once the war had ended, leaving many youth without mentors. 
As noted in previous chapters, assessing the above-mentioned indicators allows 
us to revisit and to build upon the definition of transition. As noted previously, the 
presence of specific indicators that are necessary for development programming may 
define the transition as activities that help build the preconditions that were absent at the 
end of the war.  In addition, as previously noted, nutrition programming can be sub-
classified into treatment and prevention, whereby treatment activities tend to be health 
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care focused, and prevention activities are generally addressed by food security and 
livelihoods programming.  Within the treatment component of nutrition programming, 
re-establishing or building the basic governance structures, policies and programmes 
needed for the state to deliver these services can be considered a transitional activity, 
and is consistent with the findings that emerged in the health sector.  With respect to 
agricultural programming, which constitutes large parts of food security and livelihoods 
programming, it is hypothesized that no transition exists in the way that agricultural 
programming is carried out in the post-conflict environment. In essence, agricultural 
programming requires a settled community and the potential to grow crops. With the 
exception of the distribution of inputs, agricultural extension, and most other types of 
agricultural programming are oriented to the longer term and do not address emergency 
scenarios. 
Nonetheless, two food security/livelihoods indicators do point to possible 
transitional activities.  Specifically, the reconstruction and rehabilitation of necessary 
infrastructure, such as markets and feeder roads, may be considered a transitional 
activity.  Similarly, working on capacity building to replace lost farm knowledge during 
the war may also be considered a transitional activity.  However, as this process may be 
prolonged, it would likely be implemented in a manner that is consistent with 
development programming.  As such, rebuilding lost knowledge may be considered a 
transitional activity only in the sense that it targets the specific beneficiaries who would 
have acquired this knowledge during the decade of the war, but whose agricultural 
education was disrupted, but not in terms of a programmatic approach. 
7.7. Conclusion 
This chapter has reviewed programmatic activities that were being implemented by the 
organizations included in this study during the period of field research in the nutrition 
and food security sector of Sierra Leone.  Participants views on the perceptions of 
approaches in relief, development and transition have been explored for this chapter.  
With reference to ongoing activities, participants were able to classify their approaches 
to implementation, as well as justify their selection.  In doing so, they explained how 
they defined and characterized each of the phases. 
Overall, relief activities were clearly understood amongst participants and were 
defined to include short-term, life-saving interventions.  Participants were also generally 
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in agreement regarding how they perceived development assistance and characterized it 
as being long-term and focused on sustainability. 
The data show that while the majority of participants classified current 
programming as development, this was not universal, with some participants classifying 
their activities as transitional or mixed.   All participants, who classified the program as 
mixed, considered it as a mix between transition and development, while none of the 
participants classified their programming as relief. 
The treatment of malnutrition often occurs within the health care system.  Not 
surprising, re-establishing or building the basic governance structures, policies and 
programmes needed for the state to deliver these services emerged as a transitional 
activity.  In terms of agricultural programming, only two activities were identified as 
transitional, namely: the reconstruction and rehabilitation of necessary infrastructure, 
such as markets and feeder roads, and the potential need to rebuild agricultural 
knowledge.   However, as noted in the context of rural WASH programming, these types 
of activities are typically completed alongside resettlement efforts.  As a result, it is 
hypothesized that no transition exists in the agricultural sector, and a development 
approach can be applied as resettlement activities diminish.   
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Chapter 8. Discussion and Conclusion 
8.1. Overview 
Trends in global conflict data show that the number of intrastate wars has significantly 
increased over the last half century.  Moreover, intrastate wars have become more 
common than intrastate wars, and the data show that in any given decade, since 1980, 
the number of intrastate wars has doubled the number of interstate wars.  The intrastate 
wars also tend to last longer in their duration than interstate wars.  As we have seen, 
conflict has a profound effect on human development, both during the war itself, as well 
as afterwards.  The longer the duration of war, the more profound the impacts are, and 
the longer the legacy effects persist.  Protracted, civil conflicts in particular have far-
reaching and long lasting negative impacts, including long lasting effects on the 
economy, health and disability, physical infrastructure, as well as human and social 
capital. 
The data also show that the official development assistance (ODA) allocated to 
humanitarian aid and post-conflict peace building has risen exponentially since the 
1970s, and at an accelerated pace since the 1980s.  While the total amount of ODA has 
also steadily increased since the 1970s, it is worth noting that the amount of assistance 
dedicated to humanitarian aid and post-conflict peace building, as a percentage of total 
ODA, has also risen steadily.  The increased frequency of intrastate wars, longer 
duration and more pronounced corresponding legacy affects, as well as a greater 
proportion of ODA being allocated to the aid in affected countries, raises the question of 
how aid can be most effectively implemented in the post-conflict transition from 
emergency to development assistance.  The specific research question addressed by this 
thesis is “How can aid be implemented in the transition from conflict-related emergency 
to post-conflict development at the community level, such that it meets the needs of the 
beneficiaries in 3 key areas, namely: WASH, food security, and health, in a manner that 
is perceived to be appropriate by those engaged in program delivery on the ground?” 
This question is of importance, both in terms of the state of academic literature 
on the topic, as well as in terms of contemporary aid implementation practices in the 
field.  The research question was originally motivated by the author’s experience in aid 
implementation, precisely in the transition period, in the Democratic Republic of Congo, 
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East Timor, and Aceh, Indonesia.  The research question emerged as a result of her 
observation of multiple aid programs, which were funded by a combination of 
independent relief and development funding mechanisms, that were often operating 
within the same communities, and sometimes even within the same sector, but that had 
different objectives in terms of outputs, timeframes and sustainability.  Through 
numerous discussions with other field practitioners over the course of her three years in 
these three countries, it became clear that there was a gap in terms of knowledge and 
best practices on the ground. 
 This thesis undertook a review of the literature and found that academic literature 
on the transition zone tends to focus on peacekeeping, reconciliation, and reconstruction 
of the state.  While a significant body of literature exists regarding best practices in aid 
implementation at each end of the spectrum, there is no existing theory or literature that 
might guide the delivery of aid during the transition period.  The literature showed that 
until the 1990’s, development and relief were largely taken as distinct and unrelated 
stages in responding to emergencies.  However, by the beginning of the 1990s, the idea 
that relief and development should be mutually reinforcing became accepted and was 
launched into the mainstream of humanitarian affairs.  
The notions and associated terminology related to how relief and development 
should be linked has evolved somewhat over time.  Early ideas viewed relief and 
development as a continuum. However, this concept came under criticism because it 
viewed the transition from relief to development as a linear process.  The term 
continuum then became replaced by other terms such as “continguum” or “transition”, or 
most recently, the “Linking, Relief, Rehabilitation and Development” (LRRD) 
terminology. Current literature on aid administration in the “grey” zone, regardless of 
the terminology used, tends to discuss the notion that relief and development can be 
mutually beneficial, whereby relief projects can lay the foundations for development, 
and good development work can reduce the need for future relief assistance.  
Nonetheless, while there is consensus on the importance of linking relief and 
development, there is no consensus on how the linking should be done.  Current 
recommendations are vague, calling for such actions as more coordination between 
domains, expanding the scope of relief assistance, and integrating transition into country 
strategies.  As the thesis has demonstrated, towards the late 1990s and following the 
terrorist attacks in New York that occurred on September 11, 2001, the academic 
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discourse shifted away from the relationship between relief and development and 
towards a dialogue on aid and security.  Relatively little research has continued beyond 
this timeframe despite a lack of maturation on the discourses surrounding the issues 
raised. 
The thesis contributed to the literature, in this regard, first by resuming an 
incomplete discourse that remains of relevance today in the context of up-to-date 
literature and field-level guidance materials for both relief and development.  Second, 
this thesis has continued the examination of the relationship between relief, development 
and transition with respect to three specific sectors; 1 - water, sanitation and hygiene 
promotion (WASH), 2 - health and 3 - nutrition.  It has also extended the research to an 
applied field setting, with Sierra Leone as the case study country.  Previously, existing 
literature broadly examined the relationship, but no literature could be found applying 
the analysis to any specific sector or country.  Third, a broad review of the literature was 
undertaken on relief and development standards and implementation approaches, in 
order to develop a theoretic framework, which was later used to assist in the 
classification of field activities as predominantly relief-based or development-based.  
While a broad base of literature exists in each of these three fields, in both areas of relief 
and development, the framework that was developed is novel.  Fourth, the present 
research has moved beyond semantics and looked at how aid is actually being 
implemented within this transition period.  Through a series of interviews, the research 
has brought greater specificity and understanding towards the definition of transition 
itself, both within the sector analyses, as well as more broadly. The research also 
proposed some emergent recommendations that could be directly applied in the field, in 
the implementation of aid within these sectors in post-conflict contexts.  Finally, the 
thesis has illuminated new areas for future research that could further deepen 
understanding in the implementation of aid in post-conflict contexts, as well as test 
hypotheses generated by this study in different contexts. 
 Sierra Leone was chosen as the case study in which to examine the research 
question. Sierra Leone is a small coastal country, located in West Africa, which borders 
both Guinea (Conakary) to the north and east, and Liberia to its east and south.  The 
country is recovering from a civil war that lasted a little over a decade and provided an 
suitable context in which to conduct field studies on the research topic.  The civil war 
was brutal and left the country a failed state, with its economy devastated, and its 
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population highly displaced and largely traumatized.  In addition, pre-existing 
infrastructure was left severely damaged and largely non-functional, food insecurity and 
malnutrition persisted, health status declined and the burden of disability increased.  
There were also major losses in terms of both human and social capital.  The field 
research was conducted in 2011, which was nearly a decade after the conclusion of the 
war and thus well into the post-conflict and transition period.  Furthermore, the security 
situation in Sierra Leone at the time of research was stable and peaceful enough to allow 
the field research to be undertaken by an independent researcher, including travel to two 
districts, specifically Kailahun and Kono. 
Field research took place in Sierra Leone over a period of nearly four months, 
between March and June 2011.  The research undertaken was qualitative in nature and 
based on the semi-structured interviews.  As detailed in chapter 3, a total of 58 in depth 
interviews were conducted with participants from 17 different NGOs, two of which were 
local NGOS and remainder international, and all of whom were active in Sierra Leone at 
the time of the research.  Additional interviews were conducted with government 
officials from the Ministry of Energy and Power, donors, international organizations and 
one former employee of the Guma Valley Water Company. While the majority of the 
interviews took place in Freetown, some interviews were also conducted in the Kono 
and Kailahun districts. 
The interviews aimed to capture the interviewee’s descriptions, recollection, and 
explanation of relevant events.  A list of pre-determined key questions has been 
developed.  The questions were used as a checklist, in order to guide the conversation, 
rather than strictly followed.  The research was conducted in line with Deakin University 
Ethics guidelines as Ethics Approval was sought prior to the commencement of field 
studies.  Following the conclusion of field research, interviews were transcribed and 
coded according to common themes that emerged from the data.  Emergent common 
themes facilitated the analysis whereby responses were compared and contrasted, for 
each of the themes, and within each of the various sectors, in order to draw hypotheses, 
recommendations, and conclusions.  To the extent possible, responses were also 
compared and contrasted with relevant theory as part of the analysis.  Nonetheless, there 
remain some limitations to the present study.  
First and foremost, some NGOs declined to participate in interviews, and the 
results generated by this thesis thus represent only a subset of the NGOs that were 
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collaborative and willing to engage in the project.  Second, while some donor 
organizations were interviewed, funding considerations were generally considered 
beyond the scope of this research and were omitted from the study.  Funding 
considerations are a significant area of importance and merit further study in their own 
right.  Finally, while the field of post-conflict transition is potentially quite large and 
broad in scope, this study was limited to the three specific sectors investigated, namely 
WASH, health, nutrition, and food security. 
The primary findings of this study are threefold.  First, this study has taken a 
detailed look at the definition of transition amongst field workers and the various ways 
in which the term is used.  Second, this thesis has examined field-based programming 
over time, in order to generate sector-specific characterizations of transition, and 
establish what type of work should or could be carried out in this context.  Last, 
commonalities and differences across the sectors, in terms of transition programming, 
can also be made and these can then generate some proposed recommendations for aid 
implementation in the field, in the context of post-conflict scenarios.  This is facilitated 
in part by an analysis of indicators for development-readiness, by sector, which could 
provide clearer direction to field staff and donors alike regarding the appropriate timing 
for the revision of aid implementation strategies.  Each of these will now be discussed in 
turn. 
8.2. Cross-Sectoral Definitions and Usage of the Term 
Transition 
As noted, the sector-specific definitions and characteristics of transition that emerged 
from this study will be discussed in the next section.  However, one finding was that 
several participants, across sectors, defined and used the term transition in a manner that 
was completely outside the context of their respective sectors.  Several themes were 
repeated across sectors and lend themselves to the hypothesis that transition, broadly, is 
used in one of five ways.  These are summarized in the list below. 
1. Simultaneous relief and development assistance 
2. Resettlement activities, including the provision of temporary shelter;  
3. Activities aimed at overcoming the dependency mentality; 
4. Specific activities – DDR (disarmament, demobilization and reintegration), 
family reunification, and skills training; and 
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5. Internal shift in the programming of NGOs.   
Many of the participants, across all sectors, used the term transition to refer to 
simultaneous development and relief assistance.  Participants used the term to refer to 
periods of time when their organizations were implementing relief type interventions in 
one sector, while implementing development approaches in another.  Alternately, it was 
also used to indicate when organizations were simultaneously implementing relief and 
development assistance projects in different areas of the country within the same sector.  
For example, this may refer to a situation where an NGO continues to provide relief 
assistance for IDP or refugee camps, while also providing development-projects in 
resettled communities. 
Interviewees also often used the term transition as a synonym for resettlement.  
Many participants expressed that they felt that the resettlement period was a time of 
transition and that development activities could not be implemented until a permanent 
population was established and people’s basic needs were met (for instance, minimum 
standards in shelter, food and water).  Resettlement activities usually include programs 
to meet basic needs, and quick rehabilitation of crucial pre-existing infrastructure is 
usually included in these programs.  This is because resettlement activities partially aim 
to assist people to resume productive activities as quickly as possible, and restoring 
access by rehabilitating inaccessible roads or markets is typically part of these 
initiatives. 
Another perception of transition that emerged from various participants across 
the sectors was that transition consisted of activities aimed at overcoming the 
dependency mentality that they attributed as a consequence of prolonged war and 
corresponding relief aid.  These participants expressed that during the transition period, 
significant community sensitization and capacity building on the issue was needed in 
order to empower participants to re-engage in productive activities and to contribute 
towards development efforts that would follow. 
In addition, some participants used the term transition to refer to a specific set of 
activities that occurred in the immediate post-conflict setting, most of which occurred 
simultaneously with resettlement programs.  These programs include disarmament, 
demobilization and reintegration (DRR), family reunification, skills training, as well as 
local justice programs related to the war. 
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 Finally, some participants used the term to refer to an internal change in strategic 
thinking within their organizations.  These participants noted that funding cycles tended 
to be between 3-5 years and that their funding, to some extent, determined their mandate 
and approach.  As funding cycles came to a close, organizations were forced to take 
stock of their programming, re-examine their country strategies, and shift their 
programming in order to secure new projects. 
8.3. Transition within the WASH, Health and Nutrition 
Sectors 
The main focus of this thesis was to examine the use of the term transition, and any 
emergent implications for field programming in three specific sectors, namely: WASH, 
health, and nutrition and/or food security.  The sector-specific findings are presented 
here. 
 WASH 
Within the WASH sector, participants involved in urban WASH programming 
unanimously expressed that they felt that a transition existed and was necessary within 
the sector.  In contrast, on the rural side, only half the participants felt that transition was 
a relevant concept in the WASH sector, while the remaining half of participants 
explicitly expressed that that they did not.  However, interviewees from both contexts, 
urban and rural, struggled to define their usage of the term transition, more so than in 
either of the subsequent two sectors.  Several usages of the term emerged that were non-
sector-specific, and these have been discussed in the preceding section.  As a result, they 
are excluded from further discussion here.  In contrast, there was broad consensus 
between interviewees in the WASH sector as a whole regarding what constituted both 
development and relief assistance. 
The two sector specific activities that emerged as characterizing the transition in 
the urban WASH sector, are as follows: 
1. Institution building, including building capacity of government authorities 
and supporting the development of national policy and guidelines. 
2. Rehabilitation of previously existing infrastructure.   
Within the rural WASH sector, the major finding was that a transition period, or 
transition activities, could not be clearly defined. All of the definitions and indicators 
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that were highlighted were cross-cutting themes that were not sector-specific, and that 
have already been discussed in the preceding section.  As a result, the field data seem to 
suggest that in rural areas, a development approach to WASH programming can be 
implemented much quicker than in urban contexts, and can begin as resettlement 
activities wane. 
 Health 
Within the health sector, there was less consensus regarding distinguishing between 
relief, development and transition, compared with the WASH sector.  When asked how 
participants would classify current field programming, there were some differences in 
opinion, with the majority classifying it as development, but leaving some who either 
classified it as relief or transition.  Some participants also indicated that they would 
classify their current programming as either a mix between development and transition 
or relief and transition. 
On the whole, health-programming activities were more diverse than activities in 
the WASH sector, and could be classified as one or more of the following activity types: 
education, advocacy, construction, medical support, and direct service delivery.   
Participants’ views on transition were found to vary, depending on the type of activities 
in which they were engaged. 
Amongst those participants who were able to provide a definition of transition 
with regards to health programming, several definitions emerged, as follows: 
1. Reconstruction and rehabilitation activities; and 
2. Development of institutional structures necessary for health service delivery. 
Roughly half of participants considered reconstruction and rehabilitation 
activities to be activities that are specific to transition.  These participants explained that 
much of the pre-existing infrastructure from before the war was destroyed, and before 
NGOs could shift their programming towards development, these essential structures 
would have to be re-established and to be functional at least at a basic level.  Until this 
happened, several NGOs continued to operate and run clinics directly.   
 The second notion of transition that emerged, characterized it as involving the 
development of institutional structures necessary for service delivery.  In this context, 
participants focused on the requirement for government structures to re-organize, and 
assume leadership in the sector.  Specifically, participants pointed to the development of 
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a national policy and strategies to guide the sector, as indicative of the sector being ready 
to move towards development programming. 
 Nutrition and Food Security 
The nutrition and food security sector more closely resembled the health sector in terms 
of the diversity of activities found in field programming.  Some of the activities were 
found to be more treatment based, while others were focused on prevention.  The data 
shows that while the majority of participants classified current programming as 
development, this was not universal, with some participants classifying their activities as 
transitional or mixed.   All participants, who classified the program as mixed, considered 
it as a mix between transition and development, while none of the participants classified 
their programming as relief. 
The treatment of malnutrition often occurs within the health care system.  Not 
surprising, re-establishing or building the basic governance structures, policies and 
programmes needed for the state to deliver these services emerged as a transitional 
activity.  In terms of agricultural programming, only one activity was identified as 
transitional; specifically, the reconstruction and rehabilitation of necessary 
infrastructure, such as markets and feeder roads.   However, as noted in the context of 
rural WASH programming, these types of activities are typically completed alongside 
resettlement efforts.  As a result, it is hypothesized that no transition exists in the 
agricultural sector, and a development approach can be applied as resettlement activities 
diminish.   
8.4. Comparing and Contrasting Transition across the 
Sectors 
It is worth taking a moment to compare and contrast results across the sectors.  
Activities encountered in the WASH sector, both urban and rural, were fairly 
homogeneous and predominantly included infrastructure development and capacity 
building.  Activities in the health and food security sectors were broader and more 
diverse.   
In terms of sector-specific transition activities, similarities were found between 
the urban WASH sector, the health sector, and the treatment side of nutrition activities.  
The treatment side of nutrition activities includes activities such as therapeutic feeding 
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centres, stabilization centres, community management of acute malnutrition, 
supplementary feeding, and treatment according to best clinical practices for 
micronutrient deficiency, and is often delivered through the healthcare system.  It is 
therefore unsurprising that the WASH sector would have commonalities with those 
found in the health sector.  In each of these three areas, the key transition activity that 
was identified involved institution building.  In the urban WASH sector, in Sierra Leone 
and commonly elsewhere, there is a service provider in the water sector in urban centers, 
which are areas with high population density.  In order for a development program to 
proceed in a such a context, appropriate authorities must be in place and operational, 
including providing sector oversight and service, even if poorly.  Similarly, health care 
delivery is typically considered to be the responsibility of the government.  Different 
models exist in terms of direct service delivery, but at a minimum, government would be 
expected to provide oversight to the sector.  In order to assume this responsibility, in 
post-conflict scenarios following protracted conflict, governments must first resume 
operations and develop the capacity to take on this role at the most basic level.  This can 
take some time to develop in post-conflict environments that follow a prolonged war.  A 
transition in these three sectors would thus consist of institution-building, including 
supporting the formation and organizational development of oversight bodies, 
supporting the development of sectoral policies and budgets, logistical support, and 
capacity building.  
 There were also some similarities found in the usage and characterization of the 
term development in the rural WASH and the agricultural components of the food 
security sector.  Specifically, in both of these components, the only sector-specific 
activities that were identified for the transition were those of rehabilitation.  Most 
rehabilitation efforts occur simultaneously with resettlement activities in an effort to 
both meet basic needs (i.e. basic water and sanitation services), and allow people to 
return to productive activities as quickly as possible.  It is not always possible to 
rehabilitate all pre-existing infrastructure, as some may be so severely damaged that new 
construction is necessary.  Alternatively, following the war, it may no longer be socially 
appropriate to rehabilitate some of the infrastructure.  For example, some water wells 
were used as graves during the war, and it would be socially unsuitable to rehabilitate 
these sources for drinking water, following the end of the conflict.  When new 
infrastructure is required, all participants agreed that new infrastructure development 
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should be done following a suitable development-assistance approach to infrastructure 
which, by its very nature, is meant to be long term, and therefore incorporates 
sustainability as a key goal. 
 A key difference between the sectors lies in their role and reliance on 
government for service delivery.  As discussed in their respective chapters, the urban 
WASH sector, the health sector, and the treatment of malnutrition requires some level of 
government leadership, oversight, regulation, service provision or coordination.  Once 
the government has assumed basic functions in this regard, development assistance can 
focus on improving their effectiveness and efficiency.  In the post-conflict context, until 
such time, as the government has begun to function and assume these responsibilities, 
most participants considered the sector to be in a period of transition.   
In contrast, development programming in the fields of rural WASH and small-
scale agricultural programming, does not rely on a present, or function government.  In 
fact, interventions in these areas are specifically designed to be sustainable using 
community-based approaches, regardless of whether they are implemented in a post-
conflict environment or not.  For example, most rural WASH programming relies on 
small-scale, community operated, appropriate technologies, which have no reliance of 
government involvement for their operation.  Similarly, community based small-scale 
agricultural programs were most often implemented through capacity building programs 
and farm field schools, neither of which rely on government in any capacity for either 
successful implementation or sustainability. 
The finding that the role that government is expected, or required, to fill for 
sustainable service delivery in a sector, influences the timing of when a sector can shift 
its programming towards a development approach is a new hypothesis.  In addition, the 
hypothesis that the expected role of government in a sector is a key determinant to 
whether a transition period exists and/or is necessary, as well as a key factor in 
determining the appropriate activities that should be implemented during that period, has 
emerged as a result of this research.  Further research is recommended to test these 
hypotheses in other post-conflict contexts. 
This research provides a clear and contemporary rationale for further focus on 
the issue of the ‘grey zone’ in the transition from relief to development. Given the focus 
on this issue in the so called first generation debate, as determined in chapter 2, and the 
subsequent almost complete lack of engagement on transition, within academic 
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discourse; a key finding of this thesis is that the move away from discourse on transition, 
and the somewhat uncritical acceptance of LRRD, or contiguum thinking is problematic 
in the extreme.  Field practitioners can clearly engage with both the opportunities, the 
complexities and the potential contradictions of a transition from relief to development. 
These are as yet unresolved in either a theoretical or practical way. Advancing this 
dialogue is essential. Discourse and debate from the 1990s was an excellent start to a 
much more nuanced engagement with transition discourse. However, the resulting ‘gap’ 
in the literature, and the lack of continuation of this debate is a significant obstacle to 
better outcomes, in both relief and in transition, regardless of the way in which they are 
ultimately defined, and definitely within longer term development following prolonged 
conflict. 
8.5. Recommendations and Final Remarks 
As we have seen, the term transition is currently ambiguous and used by field 
practitioners to mean different things in different contexts.  Even within the same sector, 
we found that the understanding of transition was not homogeneous.  It is first and 
foremost critical to develop a common understanding, both amongst practitioners and 
academics, regarding its meaning.  This is a critical first step in advancing the dialogue 
in how aid can be most effectively implemented in post-conflict situations in the time 
period between the end of a war and the beginning of regular development 
programming.  This thesis has brought a greater understanding to how the term is 
currently being used, both across sectors and within them. 
 The literature on the dependency mentality was reviewed in Chapter 2.  As we 
saw, this literature is insufficient, and further academic research is warranted on this 
topic.  Nonetheless, in the field context, the concept of a dependency mentality was well 
understood, and with the exception of only one interviewee, all participants mentioned 
this issue in their interviews.  All participants, will only one exception, noted that a 
dependency mentality does exist, and it hinders development efforts.  These participants 
unanimously viewed the emergence of the strong dependency mentality as a 
consequence of prolonged relief aid that is common during protracted civil crises.   
Many stories were shared that support this perspective.  As a result, terminating relief 
assistance and moving towards a development approach as early as possible, in the post-
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conflict period, was viewed as desirable and an important factor in supporting a 
country’s progress towards stability and long term development. 
 Development-readiness indicators were probed in field interviews and have been 
proposed for each sector included in this study.  By establishing minimum criteria for 
development-readiness, organizations can be better placed to assess ground conditions 
and tailor their program accordingly.  If these development-readiness indicators become 
widely accepted, they would provide a clear indication of when programming within 
each sector should move away from relief-type programming and towards a longer-term 
development approach.  This would assist with the objective of minimizing the relief 
and transition periods and moving towards development as quickly as possible.  By 
defining these indicators, we also identify the types of activities that must be 
implemented during the transition period in order to ensure that these minimum 
conditions are met.  The proposed indicators are innovative outcomes from this study, 
which are new to the existing academic literature.  These indicators should therefore be 
elaborated in the future theoretical and empirical research and tested in other contexts.   
 Finally, this thesis has also generated some practical recommendations for aid 
implementation in post-conflict aid implementation.  These recommendations emerge 
directly as a result of the research question.  To recap, the research question that was 
investigated was follows: How can aid be implemented in the transition from conflict-
related emergency to post-conflict development at the community level, such that it 
meets the needs of the beneficiaries in 3 key areas, namely: WASH, food security, and 
health, in a manner that is perceived to be appropriate by those engaged in program 
delivery on the ground?”  The findings of the research suggest that developmental 
approaches to assistance should be adopted as soon as possible in the post-conflict 
period.  In most sectors, this likely means that relief aid should be extended through the 
resettlement period, but with the aim of shifting programming towards long-term 
development soon as possible.  In addition, this shift can occur at different times for 
different sectors, depending on the status of the development-readiness indicators, as 
discussed above.  For example, for the rural WASH and agricultural sectors, the shift 
towards development programming should be done very early, as the ‘transition’ in 
these sectors was overall found to minimal.  In contrast, a distinct transition phase is 
noted for the urban WASH, health and nutrition sectors.  In particular, the key transition 
activity identified for these sectors involves capacity building for government and other 
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service delivery organizations.  Aid during the transition period should place strong 
emphasis on this component, while continuing needed-relief assistance for the 
beneficiary population, until service delivery organizations are able to take on this role, 
which would clearly signal a move towards development programming.  Nonetheless, all 
relief activities that continue through the transition period, should incorporate as many 
elements of sustainable development programming within their respective sectors, as 
possible.  
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Appendix 1: List of Participants 
Important note: All participants consented to the identification of their organization. 
 
No. Interviewee Fields Location 
Sierra Leone Red Cross 
1 Participant A Health Freetown 
2 Participant B Health Freetown 
3 Participant C Health Freetown 
Concern 
4 Participant A Health Freetown 
5 Participant B WASH Kono 
6 Participant C FS Freetown 
Africare 
7 Participant A 
Health, WASH, 
FS Freetown 
Save the Children 
8 Participant A Health, WASH Freetown 
9 Participant B Health, WAH Freetown 
CARE 
10 Participant A WASH Freetown 
11 Participant B Health Freetown 
12 Participant C Health Freetown 
World Vision 
13 Participant A 
Health, WASH, 
FS Freetown 
14 Participant B Health, FS Kono 
15 Participant C Health, FS Kono 
16 Participant D FS Kono 
GOAL 
17 Participant A 
Health, WASH, 
FS Freetown 
Plan 
18 Participant A 
Health, WASH, 
FS Khailahun 
19 Participant B Health, FS Khailahun 
IRC 
20 Participant A Health Freetown 
19 Participant B Health Kono 
20 Participant C Health Kono 
CRS 
21 Participant A Health, FS Freetown 
22 Participant B FS Freetown 
Hellen Keller International 
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23 Partipicant A Health Freetown 
24 Participant B Health Freetown 
25 Participant C FS Freetown 
Health and Social Development Association (HASTA) - local 
NGO 
26 Participant A Health Khailahun 
27 Participant B Health Khailahun 
ACDI-VOCA 
28 Participant A FS Freetown 
29 Participant B FS Freetown 
30 Participant C FS Freetown 
31 Participant D Nutrition Khailahun 
32 Participant E Nutrition Khailahun 
Oxfam 
33 Participant A WASH Freetown 
34 Participant B WASH Freetown 
35 Participant C WASH Khailahun 
Action Contre la Faim 
36 Participant A WASH, FS Freetown 
37 Participant B WASH Freetown 
Cord Aid 
38 Participant A WASH Freetown 
39 Participant B WASH Freetown 
IMC 
40 Participant A FS Freetown 
GIZ 
41 Participant A FS Kono 
DFID 
42 Participant A Donor Freetown 
USAID 
43 Participant A Donor Freetown 
Ministry of Water Resources 
44 Participant A WASH Freetown 
45 Participant B WASH Freetown 
46 Participant C WASH Freetown 
Guma Valley Water Company 
47 Participant A WASH Freetown 
WHO 
48 Participant A Health Geneva 
FAO 
49 Participant A FS Freetown 
WFP 
50 Participant A FS Freetown 
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51 Participant B FS Freetown 
UNDP 
52 Participant A Context Freetown 
ICRC 
53 Participant A Context Freetown 
  World Bank     
54 Participant A Context Freetown 
UN REACH 
55 Participant A FS Freetown 
UNICEF 
56 Participant A WASH Freetown 
57 Participant B Nutrition Freetown 
58 Participant C Nutrition Freetown 
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Appendix 2: Interview Question Guide 
 
Basic Facts about Interview and their Experience in Sierra Leone: 
x How long have you been in your current position? 
x How long have you lived in Sierra Leone? 
x Did you work for any organization in Sierra Leone prior to your current 
organization?  If yes, which one, in what role and for how long? 
Basic Facts about the Organization: 
x How long has your NGO/organization been operational in-country? 
x Has it has a continuous presence during that time?  If not, what years was it 
active? 
Overall Programming: 
x What areas of programming do you currently have? 
x Where is your NGO active? (i.e. in Freetown, provinces…) 
x When did each programmatic area begin in each geographic area of 
programming? 
x For your sector, can you give me a history of your organizations work in Sierra 
Leone and how it’s changed over time? 
x Were there additional areas of programming that existed during the war that are 
no longer being carried out? 
x What caused these activities to cease? 
x Which new areas of programming have begun since the war? 
x What prompted these new activities to begin? 
x Do you consider your programs now to be more relief assistance or development 
assistance or transitional?  Why? 
x In the timeline of activities that you outlined previously, could you please 
classify each timeframe or activity type as one of relief, transition or 
development?  Please justify your selection. 
Funding: 
x Who funds your current programming? 
x Have you sources of funding changed over the last 10 years? 
x Can you please outline the changes? 
x Can you outline how the funding works – i.e. over what time frame; how 
frequently to you have to report; are there expected targets at regular intervals; 
can it be extended; can you reapply? 
x How strongly does your funding source influence your activities (i.e. do you do a 
needs assessment and seek funding that supports your assessment or do you 
apply for available funding and shape your activities on that basis or some 
combination) 
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Partnerships: 
x Do you directly implement your program or would through partnerships? 
o If partnerships, what types – i.e. other iNGOs, local NGOs 
x Has your approach to working with partners changes over time?  Over what 
period?  What prompted the change? 
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Approaches between sectors: 
x What level or coordination and/or harmonization in approaches are there 
between the sectors? 
o i.e. in terms of approaches to community engagement/participation 
o local contribution and payments for work 
o approaches to partnerships 
x How have these approaches changed over time within your organization? 
View of the Transition: 
x People often talk about the transition from relief to development but the term is 
often ambiguous.  How do you see the transition period?  What type of activities 
do you see as characterizing the transition? 
x (If they indicated that they view their programs as transition, what does this 
mean to them?) 
x In your opinion, when should the relief phase of assistance end and the 
development phase begin? (relief being direct service delivery and provision of 
drugs) 
x Should there be any overlap in the provision of relief assistance and development 
assistance? 
x How long should there be overlap? 
x What would you suggest as appropriate indicators for when to end the relief 
stage of assistance in a system when there is overlap? 
x What would you suggest as appropriate indicators to indicate that a country or 
sector is ready for implementation of a development approach to assistance in 
your sector? 
x In your opinion, what would be the difference from development assistance in 
provided in states that have never had conflict compared with the assistance 
provided after the end of a war? 
x In your opinion, at what point does the transition assistance become the same as 
development assistance (i.e. at what point does the previous conflict no longer 
affect the development of the national health system)? 
x What are some lessons learnt or recommendation that you may have for effective 
programming in the transition zone? 
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Appendix 3:  Plain Language Statement and Consent 
Form 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Individual Participants  
 
 
Plain Language Statement  
Date: April 4, 2011 
Full Project Title:  Aid in Post-Conflict States:  The Relief-Development Relationship  
Principal Researcher: Max Kelly 
Student Researcher: Evelyn Noy 
Associate Researcher(s): Matthew Clarke and Dane Rowlands 
 
 
Purpose: 
The purpose of this research is to examine effective methods of implementing aid 
in post-conflict fragile states, at the community level, in 3 key areas; WASH, food 
security and health. 
Methods: 
This study is being conducted in Sierra Leone and focuses on field operations that 
were conducted in the areas of water, sanitation and hygiene promotion (WASH), 
food security and health from the time of conflict until the present day. 
This research relies primariliy on semi-structured interviews.  Interviews are being 
conducted with expatriate and national staff who work or have worked for dual-
mandate organizations (both relief and development) in the sectors and countries 
of interest to this study, at any point during the transition from conflict to stability.  
Participants will be asked to describe field programming during the period of their 
involvement; any causes of programmatic change, and their observed impacts of 
this change.  Participants will also be asked about their lessons learnt and for their 
suggestions on how to improve aid programming in similar contexts in the future. 
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In addition, this study will review any organizational literature that is available in 
the public domain that relates to the case studies.  Participants will also be asked to 
share any project evaluations, proposals and reports that they have that they are 
authorized to share.    These documents will also be used to support the thesis 
when consent for their use has been obtained. 
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Demands: 
In you choose to participate, you will be asked to contribute your time to take part 
in an interview.  The interview is expected to last 1-2 hrs.  Following the interview, 
you may also be asked to answer follow-up questions that arise from their 
interviews at a later date. 
Risks and potential benefits to participants: 
There are no direct physical, emotional, psychological, social or economic risks to 
the you associated with this research.   
The benefit of this research is its contribution to knowledge.  There are no direct 
benefits of this research  to you.  However, if you are interested in the results of 
this study, you may request a copy and this will be provided to you upon 
completion.  
Expected benefits to the wider community: 
Post-conflict fragile are often considered to be countries in the transition from 
confict to stability.  Transition-zone assistance programmes have generally not fed 
into analytical studies.  As a result, there is a lack of guidance materials, 
recommendations, and best practices for working in the transition zones as there 
are few ‘lesson-learned’ studies of aid administered in this type of environment.  
This study will seek to begin to fill some of these gaps, and aims to provide 
recommendation to improve the delivery of aid in post-conflict fragile states. 
How privacy and confidentiality will be protected: 
I will not discuss any data, information, or opinions that I receive from any 
participant(s) with any other participant(s) and/or stakeholders while I am 
conducting the field work. 
You may request that your name and/or organization not be published as part of 
this thesis or in any subsequent publications. 
The data obtained through this research will stored in a secure manner.  Records 
will be stored for a minimum of 6 years in a locked filing cabinet.  The data will be 
stored during this period for possible future research projects and/or publication. 
Form of dissemination of the research results: 
This research will inform the publication of a PhD thesis, which will be available in 
the public domain.  In addition, the results of this research may be presented at 
conferences or published in journals. 
Monitoring of Research: 
The researcher will maintain continuous contact with her supervisory committee.  
This contact will be maintained through telephone converstations, skype, and 
email.  
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Payments to participants: 
You will not receive any compensation for your participation in this study. 
Amounts and sources of funding for the research: 
This research will be funded through the Deakin University International Research 
Scholarship (DUIRS).  The DUIRS scholarship provides a stipend of $22,500 AUD per 
year. 
Right to Withdraw from Research 
You have the right to withdraw from further participation at any stage of this 
research.  If you wish to withdraw the information previously provided, you may do 
so at any point until the data analysis has been complete.  As a result, if you wish to 
withdraw previously provided information, please advise the researcher as soon as 
possible.  There will be no  implications for withdrawal. 
Contact details of the researchers  
Evelyn Noy 
enoy@deakin.edu.au 
+1 (613) 617-6761 
 
Complaints 
If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about your rights as a research participant, then you 
may contact:   
 
The Manager, Office of Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 6581; 
research-ethics@deakin.edu.au 
 
Please quote project number [2010-254]. 
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 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Interview Participants 
 
Consent Form 
Date: 
Full Project Title:  Aid in Post-Conflict States:  The Relief-Development Relationship 
Reference Number: 
 
 
I have read, or have had read to me, and I understand the attached Plain Language 
Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to keep.  
I agree that 
 
1. The researcher MAY / MAY NOT reveal my identity in publication of their thesis 
or subsequent publications. 
 
2. The researcher MAY / MAY NOT reveal the name of the organization that I am 
discussing in publication of their thesis or subsequent publications. 
 
3. I / We  DO / DO NOT wish for our interview to be audiotaped. 
 
4.  I / We EXPECT / DO NOT EXPECT to receive a copy of the research findings or 
publications. If so, please provide the details of where this information is to be 
sent: 
 
 
Participant’s Name (printed) …………………………………………………………………… 
Signature ……………………………………………………… Date  ………………………… 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Participants 
 
 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date: 
Full Project Title:   
Reference Number: 
 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research project 
and understand that such withdrawal WILL NOT jeopardise my relationship with Deakin 
University. 
 
 
 
Participant’s Name (printed) ……………………………………………………. 
 
 
Signature ………………………………………………………………. Date …………………… 
 
 
 
Please mail or fax this form to: 
 
 Evelyn Noy,  
enoy@deakin.edu.au 
+1 (613) 617-6761 
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Appendix 4: Ethics Approval 
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